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This  is  the    third  book  in    a    series  written   by   the  ] 
Taylors  and  published  by  the  international  Society.    The  earlier  ^ 
books  were  entitled  "Special  Education  of  Physically  Handicapped  ; 
Children  in  Western  Europe''  and  "Services  for  Handicapped 
Youth  in  England  and  Wales". 

''Services  for  the  Handicapped  in  India"  is  a  book 
which  has  long  needed  to  be  written  as  it   brings  together  a  ' 
wealth  of  information  on  facilities  and  services  of  all  sorts, 
their  development  and  discussion  of  needs.    The  book  is  well  \ 
documented  with  some  500  references.  ] 

This  book  will  serve  as  a  ready  reference  to  the  profes-  ] 
sionally  interested  around  the  world;  especially  in  India  and  the  ■ 
developing  countries. 

So  often  books  are  written  about  India  by  non-Indians  ' 

with  a  certain  bias,  and  certainly  too  often  with  a  limited  ; 
understanding  of  the  problems.    The  Taylors  have  avoided  ail 

these  and  from  their  travels  in  India,  discussions  with  workers  j 

In  the  field,  studies  and  reading  produced  a  book  of  unique  -I 

value  for  everyone  at  all  concerned  or  even  just  interested  in  ' 
the  work  for  the  handicapped  in  India. 

There  are,  after  Foreword,  twelve  chapters.    The  first  is 
the  Introduction  which  has  four  sections— general  background, 
definitions,  incidence  and  prevalence,  and  organization  and  admi-  >j 
nistration.   The  following  Chapters  are:  Child  Welfare  Services,  | 
Educational  Services,  Medical  Services,  Training  and  Employment  | 
Services.  The  Blind.  The  Deaf,  The  Orthopaedically  Handicapped,  \ 
The  Leprosy  Affected,   The  Mentally  Retarded,   The  Emotion-  : 
ally  and  Socially   Handicapped  and  the  Summation  which  also  : 
covers  the  Role  of  Voluntary  Societies  and  the  Role  of  Inter- 
national  Aid  and  Conclusions. 


This   is   unquestionably  a  book  which  must  be  readily 
available  to  anyone  dealing  with  the  handicapped  in  India. 
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FOREWORD 


Rehabilitation  International  is  pleased  to  sponsor  the  publica- 
tion of  this  third  in  a  series  of  surveys  of  services  for  the  handi- 
capped in  various  parts  of  the  world  by  Dr.  Wallace  W.  Taylor 
and  Dr.  Isabelle  W.  Taylor.  The  previous  volumes,  also  publish- 
ed under  Rehabilitation  International  auspices,  were  Special  Edu- 
cation of  Physically  Handicapped  Children  in  Western  Europe 
and  Services  for  Handicapped  Youth  in  England  and  Wales. 

An  important  function  of  Rehabilitation  International  is  the 
world-wide  dissemination  of  information  concerning  services  for 
the  handicapped  in  the  various  countries,  thus  enabling  individuals 
and  organizations  working  with  these  problems  to  profit  from  the 
experience  of  others  with  similar  concerns  in  other  cultures  and 
circumstances.  Requirements  in  this  regard  encompass  a  wide 
spectrum  of  material,  ranging  from  the  technical  details  prepared 
by  and  for  professionals  such  as  physicians,  therapists,  and  pros- 
dietists,  to  more  general  surveys  which  have  proved  to  be  of  great 
interest  and  value  not  only  to  professionals  but  also  to  volunteers, 
organizers  of  governmental  and  private  service  programs,  and 
others.   The  present  volume  is  in  the  latter  category. 

The  Professors  Taylor  are  well  qualified  by  both  training  and 
experience  to  prepare  this  sort  of  survey,  although  they  are  the 
first  to  explain  that  they  are  not  ''experts''  in  the  field  of  rehabi- 
litation. Wallace  Taylor  is  an  historian  and  educator  who  teaches 
comparative  education.  Isabelle  Taylor  is  a  psychologist  parti- 
cularly concerned  with  child  and  adolescent  psychology.  He  is 
Professor  of  Education  and  has  been  a  member  of  the  faculty  of 
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the  State  University  of  New  York  at  Albany  since  1938;  she  is 
chairman  of  the  Department  of  Psychology  and  has  been  a  mem- 
ber of  the  faculty  at  Russell  Sage  College,  Troy,  since  1939. 

Although  highly  competent  and  respected  figures  in  their  own 
professional  fields,  the  Taylors'  activity  in  special  education  has 
been  as  volunteers  through  Rehabilitation  International.  Their  first 
work  in  this  field  was  in  response  to  the  demands  made  by  the 
World  Commission  on  Special  Education  of  the  International  So- 
ciety for  Rehabilitation  of  the  Disabled  for  comparable  data  on 
the  education  of  the  handicapped  in  various  countries,  data  that 
were  needed  to  facilitate  planning  to  ensure  the  best  utilization 
of  available  resources  and  personnel.  In  preparation  for  their  books 
they  have  devoted  months  of  their  time  to  field  visits  in  the  nations 
on  which  they  have  reported,  to  work  with  reference  materials,  to 
correspondence,  to  painstaking  attention  to  rechecking  their  facts, 
and  to  the  actual  writmg  of  the  manuscripts.  All  this  has  been  done 
without  remuneration  for  their  services  and  for  only  a  small  por- 
tion of  their  time  with  fellowship  assistance  from  the  Social  and 
Rehabilitation  Service  of  the  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare.  I  draw  attention  to  this  fact  in  order  to  empha- 
size the  importance  of  the  role  of  the  serious  and  dedicated  volun- 
teer in  the  rehabilitation  movement  and  specifically  in  the  work 
of  Rehabilitation  International  which  seeks  with  limited  resources 
to  stimulate  and  assist  the  development  of  services  for  the  disabled 
throughout  the  world. 

This  present  study  of  one  of  the  largest  of  the  developing  coun- 
tries is  envisaged  as  only  part  of  a  broader  survey  of  programs 
for  the  handicapped  which  is  planned  to  encompass  eventually  all 
of  the  larger  and  many  of  the  smaller  countries  in  the  Asian  region. 
The  Taylors  have  included  a  wide  range  of  categories  of  handi- 
capping conditions,  age  groups,  and  types  of  services.  The  amount 
of  information  available  varies  among  the  kinds  of  handicap  and 
among  the  services  provided  in  different  localities  even  for  per- 
sons with  the  same  kind  of  handicap.  Within  these  limitations,  an 
attempt  is  made  to  present  as  complete  a  picture  as  possible  of 
the  situation  of  the  handicapped  in  India. 
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Rehabilitation  International  firmly  believes  that  adequate  ser- 
vices for  all  people,  whether  or  not  they  are  handicapped,  can 
help  provide  the  solutions  for  the  accelerating  problems  of  our 
age.  It  is  essential  that  the  disabled  be  provided  with  opportuni- 
ties which  minimize  their  handicaps  and  enable  them  to  become 
contributing  members  of  society.  This  report  on  the  efforts  made 
in  India  to  achieve  this  goal  will  assist  those  who  are  concerned 
to  understand  the  importance  of  further  developing  facilities  in 
that  country  and  elsewhere  in  the  world.  We  are  most  grateful  to 
the  Taylors  for  this  additional  and  valuable  contribution  to  the 
literature  of  the  rehabilitation  movement. 

Norman  Acton 
Secretary  General 
International  Society  for 
Rehabilitation  of  the  Disabled 


Chapter  1 


INTRODUCTION 

GENERAL  BACKGROUND 

Services  for  the  handicapped  in  India  must  be  related  to  the 
country's  general  social  welfare  programs  and  to  the  fabric  of 
the  total  society  : 

The  problem  of  the  physically  handicapped  in  India 
cannot  be  studied  without  taking  into  consideration 
the  socioeconomic  background  of  Indian  society  as 
a  whole.  Factors  like  poverty,  illiteracy,  malnutrition, 
rural  economy,  unemployment  and  fatalism  must  be 
evaluated  in  relation  to  their  impact  on  the  problem 
of  the  physically  handicapped  (51). 

India,  the  seventh  largest  nation  in  the  world  in  area  (1,220,000 
sq.  miles),  is  the  second  in  population  (520,000,000  in  1968). 
This  population,  18%  urban  and  82%  rural,  is  distributed  among 
fifteen  states  and  seven  "Union  Territories"  (166).  India  has 
one-sixth  of  the  world's  population,  but  one-third  of  the  total 
population  in  countries  classified  as  "less  developed."  India 
became  a  nation  in  the  modern  sense  of  the  term  in  1947  as  a 
result  of  the  fusion  of  nine  provinces  and  600  autdnomous 
princely  states.  It  is  : 

...  a  country  with  more  than  300  languages,  fifteen 
major  scripts,  skin  colors  ranging  from  blue  black  to 
ivory  white,  six  major  social  classes,  hundreds  of  castes, 
thousands  of  sub-castes,  eleven  major  rehgions,  nine 
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major  political  parties,  four  major  trade  union  move- 
ments, sixty-seven  universities,  and  about  two  million 
college  students  (60). 

India  is  also  described  as  "in  political  fact,  a  group  of  countries 
with  separate  linguistic,  military,  ethnic,  and  dynastic  histories" 
(60).  The  Hindu  culture,  the  system  of  civil  administration, 
and  the  Coiistitution  are  said  to  have  provided  the  cohesive  in- 
fluence which  enables  this  complex  nation  to  function  reasonably 
well  as  a  unit. 

In  this  agricultural  country,  where  about  45%  of  the  land  is 
under  cultivation,  the  average  Indian  farm  has  five  acres  of 
land,  though  many  are  smaller  (464).  More  than  half  of  the 
settled  agricultural  households  among  the  tribes  of  India  have 
holdings  of  less  than  2^  acres  (58).  The  principal  crops  are  tea, 
rice,  cotton,  jute,  sugarcane,  wheat,  barley,  millet,  and  oilseeds. 
The  largest  single  industry  is  the  manufacture  of  cotton  textiles. 
There  are  mineral  resources  such  as  coal  and  iron  ore,  and  two 
states  produce  oil  (464). 

India  has  a  young  population,  with  42%  below  14  years  of 
age,  and  only  5%  above  60  years  (1966),  as  life  expectancy 
estimates  suggest  : 


Males 

Females 

1951-60 

41.89 

40.55 

1963  (estimate) 

48.7 

47.4 

1968  (estimate) 

53.2 

51.9 

Men  live  longer  than  women,  contrary  to  the  trend  in  western 
countries.  Life  expectancy  is  still  20  years  less  than  in  the  U.S.A. 
(166),  even  though  there  has  been  a  gradual  increase  in  the 
average  life  span  in  recent  years. 


Among  the  major  problems  facing  India  are  "a  soaring  popula- 
tion, a  primitive  agriculture,  a  labor  force  debilitated  by  disease. 
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a  climate  which  makes  sustained  hard  work  ahnost  impossible,  a 
ruling  elite  that  is  both  corrupt  and  feeble"  (133,281).  The 
rapid  growth  of  the  Indian  population  has  outstripped  the 
development  of  natural  resources. 

It  took  India  hundreds  of  years,  from  the  dawn  of  her 
history  until  the  present  day,  to  bring  her  population  to 
500  miUion.  But  if  the  population  continues  to  increase 
at  its  present  rate,  another  500  million  will  have  been 
added  between  now  and  the  end  of  the  century,  i.e. 
in  about  30  years.  It  is  hard  to  imagine  the  gigantic 
investments  needed  to  create  a  viable  economy  that  would 
yield  adequate  reinvestments  in  the  form  of  housing, 
hospitals  and  roads  for  a  population  that  has  doubled  in 
size.  Yet  even  if  all  the  aid  now  available  from  the 
highly  developed  nations  were  devoted  to  India  alone, 
it  would  still  not  be  enough  to  meet  present  needs  (453). 

Public  enthusiasm  in  India  for  social  and  economic  development 
projects  has  declined  from  a  high  point  in  the  mid-fifties.  Many 
from  the  better  educated  classes  have  become  disenchanted  con- 
cerning what  the  government  can  do  or  even  should  attempt  to 
accomplish  in  ameliorating  the  lot  of  the  general  population. 
There  was  at  first  preoccupation  with  planning  for  its  own  sake  : 

The  temptation  was  very  great  to  confuse  wish  with 
accomplishment,  scheme  with  implementation,  and  alloca- 
tion of  money  with  completion  of  a  project  (233). 

Later  on,  questions  began  to  arise  concerning  the  basic  sound- 
ness of  the  programs  envisaged,  and  the  competence  and  honesty 
of  those  who  were  to  implement  them. 

Improved  conditions  are,  however,  beginning  to  appear,  as 
in  the  district  of  Ludhiana  in  the  Punjab  State,  and  Satara 
district  in  Maharashtra  State  where  there  is  evidence  of  increased 
mechanization  of  farming,  higher  wages,  better  hving  conditions, 
and  diminishing  dependence  on  village-dictated  customs  and  values 
that  have  tended  to  perpetuate  undesirable  practices  (187,443). 
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Such  changes  are  occurring  slowly  and  sporadically  in  India  as  a 
whole,  and  it  will  take  time  for  them  to  influence  the  overall 
problems  of  the  country. 

Complex  and  sometimes  conflicting  cultural  attitudes  and  values 
affect  the  handicapped.  For  example,  the  Todas  of  India  pracUse 
female  infanticide  but  they  consider  it  a  sin  to  lay  hands  on 
the  weakling  and  the  deformed.  There  is  no  evidence  in  Indian 
history  that  there  was  any  general  practice  of  exposing  and 
destroying  handicapped  infants  as  was  true  in  many  other  primi- 
mitive  cultures,  l^he  Hindu  religion  stressed  the  value  of  charity, 
philanthropy,  and  mutual  aid,  but  the  doctrine  of  Karma  has 
militated  against  the  handicapped  since  it  is  believed  that  the 
handicap  represents  retribution  for  sins  committed  in  a  previous 
incarnation  and  therefore  any  effort  to  improve  their  lot  would 
interfere  with  the  workings  of  divine  justice  (52).  There  is  thus 
continuing  concern  and  perplexity  as  to  the  social  and  psycho- 
logical implications  of  the  Buddhist  law  of  Karma,  or  the  doc- 
trine of  reincarnation,  in  relation  to  the  significance  of  handicap- 
ping conditions  and  antisocial  behavior.  On  the  other  hand. 
Buddhism,  like  Jainism,  stressed  mercy  and  kindness  and  selfless 
service  to  all  persons,  including  the  handicapped.  True  Brahminism 
stressed  the  principle  that  a  person  could  improve  his  lot  through 
individual  effort  and  thus  even  improve  his  horoscope. 

Some  of  the  less  favorable  current  attitudes  are  those  of 
(1)  indifference  or  negligence  resulting  in  some  instances  in 
deliberate  exploitation  of  a  handicap  as  in  the  case  of  beggars; 
and  (2)  non-selective  humanitarianism,  as  manifested  in  the 
home  and  in  the  charitable  institution.  Philanthropy  and  religious 
zeal  have  been  strong  motivating  factors  in  the  establishment  of 
many  institutions  for  the  handicapped,  though  "the  individual 
donors  or  the  sponsors  of  these  organizations  do  it  more  with 
the  idea  of  reserving  a  seat  m  Heaven  than  with  that  of  ameliorat- 
ing  the  conditions  of  the  disabled'*  (331).  One  consequence  of 
this  attitude  is  that  adequate  information  is  not  supplied  by  these 
institutions  concerning  rehabilitation  programs  and  placement 
programs  for  their  residents,  to  prepare  the  individual  for  an 
independent,  normal  life. 
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The  average  Indian  family  is  usually  ignorant  of  the  true  nature 
af  a  handicapping  condition  and  what  can  be  done  about  it, 
and  therefore  neglects  the  condition  and  assumes  a  fatalistic 
attitude  toward  it,  thus  fostering  a  sense  of  inadequacy  in  the 
handicapped  person.  On  the  other  hand,  the  family  that  showers 
kindness  and  affection  on  the  handicapped  person  may  develop 
a  sense  of  dependency  in  him  or  even  a  selfish,  demanding  attitude 
which  produces  irritation,  angry  reactions,  and  remorse  in  othei 
family  members.  In  turn  the  handicapped  person  may  read 
with  violent  hostility.  The  social  worker  is  an  important  agent 
here  for  providing  a  safe  outlet  for  verbalization  of  fear  and 
hostihty  and  for  educating  family  and  the  handicapped  alike 
by  giving  insight  into  this  situation  (30). 

Nutritional  deficiencies,  both  quantitative  and  qualitative,  cause 
handicapping  conditions  in  India.  Whereas  the  estimated  daily 
requirements  of  an  adult  range  from  2,400  to  3,000  calories,  a 
former  Director  of  the  Nutrition  Research  Laboratories  in  Coonoor 
has  estimated  that  the  average  Indian  diet  appioximates  only 
1,750  calories,  and  lacks  essential  vitamins,  minerals,  fats,  and 
proteins.  Religious  and  economic  factors  dictate  a  vegetarian 
diet  for  large  numbers  of  people.  The  extent  of  malnutrition  is 
suggested  by  a  Bombay  Municipal  survey  in  1956-57  which  reveal- 
ed that  of  42,472  public  school  children  given  medical  examina- 
tions in  that  year,  83%  suffered  from  some  kind  of  aihnent, 
A  1957  study  in  Surat  conducted  by  the  All  India  Women's 
Conference  disclosed  the  fact  that  only  17%.  of  the  children 
less  than  five  years  of  age  were  healthy,  whereas  the  remaining 
83%  suffered  ill  health  because  of  nutritional  deficiency.  A 
Poona  survey  by  tlie  Students'  Health  Association  that  covered 
the  period  from  1950  to  1957  showed  that  only  a  third  of 
the  school  children  examined  were  found  to  be  fit  (52). 

The  nutritional  problems  of  Indian  children  are  illustrated  by 
the  case  of  Khooki,  a  six-year-old  girl  living  with  her  widowed 
mother  in  a  shack  near  the  railway  line  in  Puddupukur,  Calcutta, 
where  there  are  no  sanitary  facilities.  She  attends  a  nearby  primary 
school  supported  jointly  by  municipal  and  private  funds.  When 
a  new  center  was  inaugurated  there  of  the  Lutheran  World  Relief 
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Mobile  Milk  Canteen,  Khooki  and  the  other  children  were  invited 
to  the  opening  ceremonies.  Not  one  of  the  200  children  present 
had  ever  had  milk  before.  This  program  involves  feeding  a 
half-pint  of  milk  and  a  slice  of  bread  daily  to  each  of  a  total  of 
3,555  children,  using  the  services  of  177  volunteers,  many  of 
whom  are  themselves  young  boys  and  girls.  A  clinic  with  medical 
services  for  sick  children  is  also  provided  by  this  organization. 

The  city  has  a  total  of  3,219  "bustees"  tenanted  by  more 
than  700,000  people.  Almost  all  are  undernourished  and  live  on 
the  verge  of  starvation.  Almost  80%  of  the  children  do  not 
attend  school.  Almost  all  the  people  suffer  from  water-borne 
and  fly-borne  diseases.  Many  have  no  homes  at  all  and  sleep 
on  the  streets  and  sidewalks.  The  municipal  government  is  try- 
ing to  bring  these  people  out  of  their  squalid  living  conditions, 
but  progress  is  understandably  very  slow,  and  in  the  meantime 
voluntary  efforts  such  as  that  described  are  very  important  (138). 

The  incidence  of  mental  retardation  in  India  may  be  due  in 
part  to  problems  of  malnutrition.  In  the  child  the  brain  reaches 
m%  of  its  adult  weight  by  the  age  of  three,  whereas  the  body 
reaches, barely  20%  of  its  adult  weight  by  that  age.  Nutrition  is, 
therefore,  a  matter  of  critical  concern  particularly  during,  the 
first  three  years  of  the  child's  growth.  Dr.  Moises  Behar,  director 
of  the  Institute  of  Nutrition  of  Central  America  and  Panama, 
calculates  that  300,000,000  children  in  the  world  are  in  danger 
of  impaired  brain  growth  resulting  from  nutritional  deficiencies, 
since  the  great  majority  of  young  children  in  the  lower  socio- 
economic groups  of  developing  countries  show  a  decreasing  rate 
of  growth  after  the  first  few  months  of  life.  Studies  conducted 
in  Mexico  and  Guatemala  underscore  the  relationship  between 
learning  capacity  and  nutrition  as  shown  for  example  by  the 
poorer  intersensory  integi'ation  demonstrated  by  the  smallest  child- 
ren in  a  Guatemalan  village  as  compared  with  the  tallest  (397). 

Many  examples  can  be  cited  of  the  social  customs,  habits, 
beliefs,  and  taboos  that  contribute  to  malnutrition  even  when 
adequate  foods  are  available.  In  one  Indian  village  nearly  90% 
of  the  mothers  breast-fed  their  infants  beyond  the  age  of  one 
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year,  a  few  beyond  the  age  of  three,  without  giving  them  food 
supplements.  In  this  village  mothers  avoid  eggs  and  fish  during 
pregnancy  and  after  labor,  and  do  not  permit  their  children  to 
eat  green  vegetables  lest  these  give  the  children  "green  diarrhea." 
Thus  the  problem  of  malnutrition  is  not  a  simple  matter  of  a 
lack  of  food.  A  widespread  program  of  public  education  con- 
cerning nutrition  is  of  vital  importance  (411). 

The  services  provided  for  the  handicapped  in  India  must, 
therefore,  be  viewed  in  the  light  of  the  special  conditions  and 
problems  found  in  the  country  as  a  whole  :  rapid  population 
growth  that  continues  to  outstrip  increases  in  production;  a 
predominantly  rural  population  just  beginning  to  feel  the  dis- 
locations and  uneasy  changes  caused  by  gradual  industrialization 
and  cityward  movement  of  people;  difficulties  of  transportation 
and  communication  related  to  the  very  size  of  the  country  and 
the  barriers  of  divergent  customs,  beliefs,  and  languages;  attitudes 
of  fatalism  imposed  by  caste  and  sex;  and  widespread  poverty  and 
mahiutrition. 
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DEFLNITIONS 

Carefully  drawn  and  generally  agreed  upon  definitions  are 
essential  to  a  meaningful  discussion  of  social  problems.  The 
handicapped  in  India,  and  ejfforts  to  move  toward  a  solution  ol 
their  problems,  suffer  from  a  lack  of  such  clearcut  definitions. 
Who  is  blind?  Who  is  deaf?  What  is  meant  by  the  "partially 
hearing"?  Which  persons  are  mentally  retarded  and  which  are 
mentally  deficient?  Questions  such  as  these  need  to  be  answered 
in  various  ways:  in  legal  terms  to  determine  eligibility  for  and 
the  appropriateness  of  educational  opportunities  and  job  train- 
ing; in  medical  terms  as  a  basis  for  determining  treatment  and 
the  planning  of  treatment  facilities;  and  in  social  welfare  terms 
to  determine  the  assistance  programs  needed. 

Important  as  these  definitions  are,  they  cannot  be  provided  by 
legislative  fiat.  They  must  emerge  as  a  result  of  the  extension 
of  knowledge  among  the  professional  and  educated  classes,  and 
from  them  to  the  general  citizenry,  as  services  develop  whidi 
give  meaning  to  the  terms  as  they  are  understood  by  the  people 
who  use  the  services  and  benefit  from  them. 

Accurate  data  are  difficult  to  obtain  even  to  determine  the  ex- 
tent of  the  problem  of  the  handicapped  in  India,  partly  because 
of  the  lack  of  clearly  stated,  official  and  widely  adopted  defini- 
tions. Where  published  statements  concerning  specific  handi- 
capped groups  or  the  handicapped  in  general  appear,  there  is 
usually  no  specific  indication  of  the  precise  characteristics  of  the 
members  of  the  group  or  of  its  dimensions.  Only  a  few  examples 
can  therefore  be  cited  where  investigators  have  attempted  to 
delineate  the  characteristics  of  the  category  with  which  the>  are 
concerned.    Even  government  documents  referring  to  the  blind. 
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deaf,  mentally  handicapped,  and  orthopedically  handicapped  have 
these  limitations. 

The  term  "rehabilitation"  itself  is  often  used  in  a  very  limited 
way.  According  to  the  definition  adopted  by  the  International 
Labour  Conference  in  June,  1955,  rehabilitation  means  "the 
restoring  of  handicapped  persons  to  the  fullest  possible  physical, 
mental,  social,  vocational,  and  economic  usefulness  of  which  they 
ai'e  capable."  Total  rehabilitation  in  this  sense,  as  understood 
throughout  the  modern  world  today,  has  received  only  limited 
attention  from  the  public  and  from  the  medical  specialists  in 
India,  and  then  only  recenly,  for  rehabilitation  is  often  consider- 
ed to  be  medical  treatment  or  cure  with  little  or  no  regard  for 
its  educational,  social,  vocational,  and  psychological  aspects.  The 
more  comprehensive  definition  is  now  appearing  with  increasing 
frequency,  especially  in  conferences  devoted  to  rehabilitation.  In 
most  countries  the  term  rehabilitation  has  meant  the  restoring 
of  physically  handicapped  persons  to  useful  and  productive  roles 
in  society,  but  in  India  the  word  has  more  often  had  a  "refugee' 
connotation  and  has  designated  the  economic  relocation  and  re- 
turn  to  economic  productivity  of  "normal"  displaced  people  from 
Pakistan,  Burma,  and  Ceylon  (294). 

Reference  may  be  made  to  WHO  definitions  of  the  blind  and 
the  deaf,  but  an  examination  of  specific  data  cited  in  Indian 
reports  at  times  indicates  that  these  are  actually  used  in  a  dif- 
ferent sense.  In  some  instances  only  the  totally  blind  (those 
who  cannot  distinguish  any  light)  and  the  totally  deaf  (those 
without  residual  hearing)  are  being  considered.  The  terms 
"partially  sighted"  and  "partially  hearing"  are  not  part  of  the 
vocabulary,  which  is  to  be  expected  when  these  groups  have 
as  yet  to  be  identified  and  provided  for.  It  is  common  to  refer 
to  the  deaf-mute  as  if  it  were  assumed  that  muteness  always 
accompanies  deafness,  and  yet  in  some  of  the  Random  Sample 
surveys  conducted  at  the  request  of  the  central  government,  three 
categoric  of  deaf,  deaf-mute,  and  mute  or  dumb  are  used.  The 
Training  Centre  for  the  Adult  Deaf  established  by  the  central 
government  at  Hyderabad  defines  as  deaf  those  in  whom  the 
sense  of  hearing  is  non-functional  for  the  ordinary  purposes  of 
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life,  which  would  normally  mean  a  loss  of  70  decibels  or  above 
by  air  conduction  in  the  better  ear.  Admission  to  the  Training 
Centre  for  the  Adult  Blind  at  Dehra  Dun  is  based  on  a  definition 
of  the  blind  as  those  who  have  (1)  no  sight  at  all  or  (2)  visual 
acuity  not  exceeding  3/60  or  10/200  in  the  better  eye  with  correct- 
ing lenses  (361).  This  definition,  adopted  by  the  central  gov- 
ernment, represents  the  first  two  parts  of  the  definitions  recom- 
mended by  the  World  Council  for  the  Welfare  of  the  Blind 
(467.  468).  ' 

In  the  description  of  the  eligibility  requirements  for  the  scho- 
larships provided  for  physically  handicapped  students  by  the 
Government  of  India  Department  of  Social  Welfare,  the  follow- 
ing definitions  of  the  blind,  deaf,  and  orthopedically  handicap- 
ped are  used  (151) : 

Blind:  those  who  suffer  from  (1)  total  absence  of  sight 
or  (2)  visual  acuity  not  exceeding  3/60  or  10/200 
(Snellen)  in  the  better  eye  with  correcting  lenses. 

Deaf:  those  in  whom  the  sense  of  hearing  is  non-func- 
tional for  the  ordinary  purposes  of  life;  generally  a 
loss  of  70  decibels  or  above  at  500,  1000,  or  2000 
frequencies  will  make  residual  hearing  non-functional. 

Orthopedically  handicapped:  those  who  have  a  physical 
defect  or  deformity  which  causes  an  interference  with 
the  normal  functioning  of  the  bones,  muscles,  and 
joints. 

Although  in  this  particular  case  the  term  "physically  handi- 
capped" includes  the  blind,  deaf,  and  orthopedically  handicap- 
ped, it  is  more  frequently  used  to  connote  only  the  orthopedi- 
cally handicapped  or  those  with  neuromuscular  disabihties.  This 
is  understandable  because  definitions  come  into  use  to  meet 
specific  needs,  and  since  blindness  and  deafness  and  leprosy  (in 
its  later  stages)  are  easily  recognized,  and  since  special  associa- 
tions had  been  formed  for  the  promotion  of  their  welfare,  it  was 
logical  that  when  the  term  "physically  handicapped"  came  into 
use  it  usually  referred  to  groups  other  than  the  blind  and  the 
deaf. 
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This  more  limited  use  of  the  term  "physically  handicapped" 
is  the  implied  definition  used  in  much  of  the  literature  (52).  The 
Association  of  the  Physically  Handicapped,  Bangalore,  includes 
as  members  all  persons  who  have  either  completely  lost  the  use 
or  can  mako  only  a  restricted  use  of  physical  organs,  and  while 
this  might  be  interpreted  to  include  the  organs  of  sight  and  hear- 
ing, in  practice  the  blind  and  the  deaf  are  not  eligible  to  join. 
This  association  further  defines  the  orthopedically  handicapped 
as  persons  who  have  defects  which  cause  deformity  or  an  inter- 
ference with  normal  functions  of  the  bones,  muscles,  or  joints 
(30).  A  similar  definition  states  that  the  category  of  the  ortho- 
pedically handicapped  includes  all  those  who  have  a  condition 
which  prevents  them  from  having  complete  control  of  their  mus- 
cles and  the  nerves  which  in  turn  control  their  ability  to  move 
about  and  use  their  limbs  in  a  normal  way.  This  definition  in- 
cludes those  with  polio  effects,  cerebral  palsy,  amputations  re- 
sulting from  accident  or  disease,  birth  anomalies,  hemiplegia, 
muscular  dystrophy,  and  spina  bifida  (319). 

The  physical  limitations  sometimes  imposed  by  leprosy,  espe- 
cially in  advanced  stages,  dictate  that  many  if  not  all  pei*sons  suf- 
fering from  this  disease  could  be  described  as  orthopedically 
handicapped.  Yet  this  term  as  used  by  Indians  never  seems  to 
include  them,  probably  for  historical  and  cultural  reasons.  In 
fact,  until  recently  leprosy-affected  persons  have  received  even 
less  care  and  service  on  the  whole  than  any  other  group  of  the 
handicapped.*  Incidentally,  rehabihtation  workers  are  trying  to 
avoid  using  the  stigmatizing  appellation  of  "leper"  and  to  refer 
instead  to  a  leprosy  patient,  a  leprosy-affected  person,  a  person 
with  leprosy,  or  a  person  with  Hansen's  disease. 

Somewhat  broader  definitions  of  the  handicapped  were  given 
in  a  pre -independence  report  of  the  Central  Advisory  Board  on 
Education.  Physically  handicapped  children  were  classified  into 
three  main  categories:  (1)  those  deficient  in  one  or  more  of  the 
senses  such  as  the  blind,  the  deaf,  the  blind  and  deaf,  deaf- 


*  Because  leprosy  is  treated  separately  in  Indian  writings  and  be- 
cause it  is  such  a  serious  problem  in  India,  it  is  discussed  apart  from 
the  orthopedically  handicapped  in  this  report. 
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mutes,  etc.;  (2)  those  retarded  by  motor  deficiency,  including 
respiratory,  heart,  and  orthopedic  cases;  and  (3)  those  defective 
in  speech.  Mentally  handicapped  children  were  classified  into 
two  groups:  (1)  those  bom  with  intelligence  below  the  average; 
and  (2)  those  who  are  "backward"  because  of  maladjustment  or 
physical  ailment  causing  temporary  retardation.  The  mentally 
handicapped  were  further  classified  in  terms  of  I.Q.:  (1)  the 
^*duir'  with  IQ's  between  70  and  85;  (2)  the  "feeble-minded" 
with  IQ's  between  55  and  70;  and  (3)  "imbeciles"  with  IQ's 
below  55  (394). 

The  terms  ^"mentally  handicapped,"  "mentally  deficient," 
"mentally  defective,"  and  "mentally  retarded"  are  often  used 
interchangeably,  without  any  clear  specification  in  teims  of  IQ 
or  other  objective  criteria.  Clinically  the  term  "mentally  retarded" 
may  refer  to  a  diverse  group  of  individuals  who  constitute  a 
social  problem  because  of  subnormal  functioning  or  malfunc- 
tioning of  their  minds.  It  has  also  a  connotation  of  reversibiUty. 
Experts  in  the  World  Health  Organization  and  other  groups  pre- 
fer a  distinction  between  the  terms  "deficiency"  and  "retarda- 
tion." In  the  mentally  deficient  or  "aments"  the  mental  subnor- 
mality  is  attributable  primarily  to  a  demonstrable  defect  of  bram 
structure  or  chemistry,  whereas  in  the  mentally  retarded  the  mal- 
function is  the  result  of  learning  deficiencies  resulting  from 
unfavorable  environmental  influences  (368).  Such  a  limited  use 
of  the  term  "mental  retardation"  conflicts,  however,  with  the  im- 
plied meaning  of  the  term  as  it  is  used  in  many  Indian  publica- 
tions. 

The  distinction  between  irreversible  and  alterable  causes  in 
identifying  the  mentally  retarded  is  implicit  in  definitions  given 
in  the  important  1966  report  on  education  from  the  Ministry  of 
Education.  Here  backward  children  are  classified  in  terms  of  two 
major  causes:  (1)  mental  handicap  or  low  intelUgence  arising 
from  heredity  or  congenital  factors,  disease,  or  injury;  and  (2) 
under-achievement  or  inability  to  perform  up  to  the  level  of  one's 
intelligence  because  of  such  factors  as  emotional  conflict,  lack  of 
motivation,  poor  study  habits,  cultural  deprivation  or  economic 
handicaps.  The  mentally  handicapped  are  classified  into  four 
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groups:  (1)  idiots,  (2)  imbeciles,  (3)  educable  mentally  handi- 
capped morons,  and  (4)  the  dull  or  slow  learners  (150).  The 
terminology  used  for  the  first  two  groups  is  that  used  with 
Terman's  original  version  of  the  Stanford  Binet  scale,  a  set  of 
terms  seldom  used  today  in  western  countries.  The  first  three 
groups,  with  IQ's  below  75,  are  assumed  to  be  incapable  of 
benefitting  from  education  in  regular  school  classes,  but  the  dull 
or  slow  learners  simply  learn  at  a  slower  pace  and  must  be  given 
more  individual  attention,  special  remedial  help,  and  possibly 
also  a  modified  curriculum,  adjustments  that  in  many  countries 
like  the  U.S.A.  are  now  being  made  also  for  youngsters  in  the 
50-to-75  IQ  range  in  special  classes.  (Fortunately  some  shifts  are 
now  occurring  in  the  direction  of  education  for  these  groups  in 
India.) 

A  special  government  school  in  New  Delhi  has  been  named 
as  one  for  "mentally  deficient"  children,  though  actual  admis- 
sion practices  indicate  that  the  term  "mentally  retarded"  as  com- 
monly used  in  other  countries  is  implied.  Admission  is  based  on 
a  definition  of  mental  deficiency  as  social  incompetency  due  to 
intellectual  abnormality  which  has  been  developmentally  arrest- 
ed; is  of  constitutional  origin;  obtains  at  maturity  ;and  is  essen- 
tially incurable  (79). 

As  provisions  for  the  handicapped  broaden  in  scope,  and 
as  better  coordination  of  these  provisions  occurs,  one  can  ex- 
pect more  exphcit  definitions  to  be  generally  adopted  by  the 
pubhc  and  private  agencies  concerned. 
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INCIDENCE 

In  general,  there  is  considerable  variation  among  estimates  of 
the  incidence  of  different  handicapping  conditions,  because  of 
lack  of  agreement  on  definitions,  differences  in  samples  used 
as  the  basis  for  estimates,  and  lack  of  trustworthiness  of  data 
derived  from  extrapolations  based  on  rates  for  other  countries. 
In  India,  where  conditions  often  vary  considerably  from  one 
section  to  another,  these  figures  must  be  used  with  caution. 
However,  agreement  on  incidence  figures  at  this  point  in  the 
development  of  special  programs  for  the  handicapped  is  less 
important  than  agreement  on  the  goals  of  these  programs  and 
on  a  system  of  priorities  in  their  establishment. 

There  are  as  yet  no  official  state  or  national  arrangements 
for  a  systematic  collection  of  statistical  data  on  the  handicapped 
in  India.  It  has  been  proposed  that  this  be  done  in  the  future 
in  cooperation  with  village  government  councils  (448).  The  1931 
census  made  some  reference  to  the  bhnd,  deaf-mute,  leprosy-affect- 
ed, and  the  insane,  but  the  orthopedically  handicapped  were  not 
evin  mentioned  at  that  time  (52).  This  attempt  was  discontinued 
because  of  the  difficulty  of  arriving  at  definitions  which  could 
be  easily  used  by  the  census-takers,  and  because  of  the  prob- 
lems of  ascertaining  the  extent  of  a  given  handicapping  condition 
on  the  basis  of  these  definitions  (187). 

There  is  generally  difficulty  in  agreeing  upon  definitions  and 
estimates  of  various  categories  of  handicap.  The  deaf  and  hard 
of  hearing,  for  example,  have  everywhere  presented  especially 
complex  problems  in  terms  of  classification  and  measurement. 
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as  indicated  by  the  fact  that  in  the  U.S.,  findings  from  actual 
tests  of  school  children  have  ranged  from  2%  to  21%  with 
defective  hearing,  and  authorities  have  variously  estimated  the 
number  of  deaf  persons  in  the  U.S.  from  one  in  700  to  one 
in  2,500.  Important  prerequisites  to  the  collection  of  accurate 
data  are  standardized  testing  conditions,  equipment,  and  records; 
generally  accepted  definitions  and  terminology;  and  valid  hearing 
and  language  tests  (89).  A  current  government-sponsored  study  in 
the  U.S.  is  aimed  at  providing  a  suitable  basis  for  collecting 
data  concerning  the  deaf  in  the  1970  census,  the  first  such  effort 
made  by  the  Bureau  of  the  Census  since  1930. 

Variations  in  estimated  totals  of  the  handicapped  in  India 
depend  in  part  of  course  on  the  range  of  handicapping  conditions 
included  and  the  definitions  used  in  determining  these  conditions. 
One  1950  estimate  of  3,500,000  persons  in  India  with  disabihties 
of  some  kind  was  less  than  half  that  made  by  Health  Minister 
R.  Kaur  on  the  basis  of  a  20-per- 1,000  estimate  for  the  U.S. 
The  total  should  show  a  marked  annual  rise,  for  with  an  annual 
increase  of  2.5%  in  the  general  population,  one  can  expect  about 
500,000  disabled  persons  to  be  added  yearly  to  the  existing 
total,  estimated  at  20,000,000  (414). 

Some  basis  for  making  more  accurate  estimates  was  established 
at  the  beginning  of  the  Second  Five  Year  Flan  when  the  central 
government  started  a  series  of  random-sample  surveys  in  different 
urban  areas,  which  were  followed  by  a  few  rural  surveys  con- 
ducted by  the  National  Sample  Survey  of  India.  But  even  the 
latest  census  (1961)  did  not  include  any  specific  information 
about  the  handicapped  population  (and  while  estimates  of  the 
bhnd  and  deaf  have  appeared  from  time  to  time,  there  have 
usually  been  no  corresponding  ones  for  the  orthopedically  handi- 
capped, even  though  many  experts  agree  that  this  group  undoubt- 
edly outnumbers  groups  hke  the  blind  and  the  deaf)  (52). 
Recognition  that  an  important  first  step  in  providing  services 
for  the  handicapped  was  the  securing  of  more  accurate  informa- 
tion about  the  number  and  nature  of  handicapping  conditions, 
led  to  the  surveys  that  began  in  1956  (448),  In  1955  the 
Ministry  of  Education  set  up  the  Central  Advisory  Council  for 
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the  Education  of  the  Handicapped,  the  groups  included  being  the 
Wind,  deaf,  mentally  retarded,  and  orthopedically  handicapped. 
Sub-committees  were  established,  as  a  result  of  which  several 
surveys  were  made,  among  which  are  the  following*  : 

Bombay,  1957:  conducted  by  the  All  India  Occupational 
Therapists'  Association.  Delhi,  1957-1961:  conducted  by 
the  Delhi  School  of  Social  Work.  Kelod,  1960:  conducted 
by  the  Department  of  Preventive  Medicine,  Medical 
College,  Nagpur.  Kanpur,  1962:  conducted  by  the 
School  of  Social  Work,  Agra  University.  Bangalore 
1963-64:  conducted  by  the  Association  of  the  Physically 
Handicapped.  Nagpur,  1966:  conducted  by  the  Nagpur 
Association  for  Rehabilitation  of  Children  with  Ortho- 
pedic Disabilities. 

A  pioneering  project  in  establishing  procedures  for  an  accurate 
collection  of  data  concerning  the  incidence  of  the  handicapped 
was  the  1957  Bombay  Random  Sample  Survey  of  the  Handicapped 
conducted  by  the  All  India  Occupational  Therapists'  Association 
on  behalf  of  the  Central  Advisory  Council  for  the  Education 
of  the  Handicapped  (57).  The  blind,  deaf,  mentally  retarded, 
and  orthopedically  handicapped  were  studied  since  some  services 
were  available  for  them  at  that  time.  Other  groups  were  excluded 
because  there  were  no  services  to  which  they  could  be  referred. 
This  survey  was  based  on  the  earlier  work  done  in  a  Bombay 
Economic  Survey  undertaken  by  the  School  of  Economics  in 
the  University  of  Bombay  at  the  request  of  the  central  govern- 
ment, to  collect  economic  and  social  data  by  questionnaire 
from  the  families  in  a  sample  3%  of  the  total  tenements  in 
Greater  Bombay.  The  names  of  the  families  included  were 
selected  from  census  reports,  ration  cards,  and  electoral  registers. 
Among  the  19,000  households  visited  by  their  investigators,  439 
were  listed  as  having  handicapped  members.     These  families 


*  Although  reference  was  found  to  a  1956  Surat  survey  conducted 
biv  the  Suriat  Branch  of  the  All  India  Women's  Conferfence,  the  only 
report  obtainable  was  one  discussing  a  1957  survey  made  by  this  group 
concerning  children's  health.  Other  surveys  undertaken  withm  Maharashtra 
state,  such  as  the  1960-61  Poona  survey,  are  reported. 
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were  visited  and  interviewed  by  one  of  the  seven  occupational 
therapists  and  three  physical  therapists  who  conducted  the  survey. 


One  of  the  householders  wanted  to  know  which  family 
we  were  interested  in.  It  seems  that  he  had  three  wives 
and  three  families  living  in  three  different  places  but 
he  was  finally  convinced  that  information  about  the 
family  at  that  address  met  our  requirements  (57). 


Those  interviewed  who  were  willing  were  taken  to  special 
Sunday  Clinics  staffed  with  paid  professional  personnel,  where 
they  were  given  treatment.  The  therapists  personally  directed 
the  bus  drivers  in  collecting  the  patients  for  the  clinics  and  return- 
ing them  home.  Half  the  persons  interviewed  actually  attended 
the  clinics. 


A  total  of  430  families  was  visited  but  data  were  available 
for  only  319  of  them.  As  there  were  two  handicapped  persons 
in  each  of  27  families,  the  total  number  of  handicapped  family 
members  was  346.  Of  these  handicapped  persons  17  had  double 
handicaps,  and  three  had  treble  handicaps,  giving  a  total  of 
369  handicapping  conditions  that  were  reported: 

83  blind  or  visually  handicapped 

44  deaf 

28  deaf-mute 

10  dumb  (3  had  only  a  speech  defect) 
126  orthopedically  and  neurologically  handicapped 
55  mentally  ill  and  mentally  retarded 

The  United  Nations  definition  of  the  blind  was  used,  and  three 
categories  were  listed:  the  blind,  those  with  travel  vision,  and 
the  one-eyed,  of  whom  there  were  20,  3,  and  11  respectively. 
Among  the  orthopedically  handicapped,  congenital  defects,  cere- 
bral palsy,  and  traumatic  crippling  were  evenly  divided  in  the 
51%  of  the  total  that  they  constituted.  Crippling  due  to  infec- 
tion was  the  largest  single  group  (nearly  30%). 
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The  total  survey  gave  a  rate  of  3.5  handicapped  persons  per 
1,000  of  the  general  population— 0.9  visually  handicapped,  0.4 
deaf,  0.4  deaf-mute  and  dumb,  1.36  orthopcdically  and  neuro- 
logically  handicapped,  and  0.6  mentally  ill  or  mentally  retarded. 
The  report  included  a  detailed  discussion  of  the  bases  for  select 
ing  a  suitable  staff  for  diagnosing  and  classifying  the  various 
forms  of  handicap.  Data  were  summarized  as  to  the  age  and 
sex  of  the  346  handicapped  persons  included  in  the  study,  the 
causes  of  the  handicapping  conditions,  duration  of  the  handi- 
caps, the  treatment  received,  educational  level,  and  employment 
status,  first  for  the  group  as  a  whole  and  then  for  the  164 
who  actually  came  to  the  clinics.  This  was  the  most  detailed 
study  of  this  kind  made  in  India  up  to  that  time. 

A  similar  survey  of  physically  and  mentally  handicapped  per- 
sons was  undertaken  in  the  Greater  Delhi  area  by  the  Delhi 
School  of  Social  Work  at  the  request  of  the  central  government 
(264).  The  project  was  initiated  in  1957  and  the  results  published 
in  1961.  Like  the  Bombay  investigation,  the  study  was  carried 
out  in  two  stages;  in  the  first,  the  purpose  was  to  determine 
the  nature  and  types  of  handicaps,  causes,  duration,  treatment 
secured,  and  data  on  the  families  of  the  handicapped.  In  the 
second  stage,  a  team  of  medical  and  educational  experts  deter- 
mined the  nature  and  possibilities  of  treatment  and  rehabilitation 
for  those  identified  in  the  first  stage  of  the  survey.  The  categories 
classified  were  the  blind,  mute,  deaf,  persons  having  other  physical 
handicaps,  mentally  handicapped,  and  persons  with  multiple 
handicaps.  The  blind  included  the  partially  sighted  as  well.  The 
sample  population  used  were  the  209  households  found  to  have 
at  least  one  handicapped  member  out  of  113,853  such  households 
surveyed  earlier  by  the  Delhi  School  of  Economics.  The  total 
number  of  handicapped  persons  studied  was  221. 

The  percentages  of  different  kinds  of  category  were:  blind,  38%; 
mute  6.33%;  deaf  9.95%;  persons  with  other  physical  handicaps, 
25.33%;  mentally  handicapped,  12.66%;  and  persons  with  multiple 
handicaps,  7.70%.  Thus  the  largest  single  group  were  the  blind.  In 
the  total  group,  55%  lived  in  joint  or  extended  family  groups  and 
45%  in  unitary  or  primary  family  groups.  About  57%.  were  heads 
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of  their  respective  families.  About  18%>  were  below  21  years  of  age 
(6%  below  10  years  of  age,  and  10%.  11-20),  and  68%  were 
either  married  or  widowed  or  separated  or  divorced  (though  only 
one  each  in  the  last  two  categories).  There  were  three  major  lan- 
guages represented:  78%  Hindi,  10%.  Punjabi,  and  11%  Urdu.  In 
terms  of  causes  of  the  handicap,  20%.  were  congenital,  and  18% 
resulted  from  illness.  About  71%  had  suffered  the  handicap  for 
more  than  three  years. 

On  the  basis  of  the  Bombay  sample,  the  Director  General  of 
Employment  for  the  central  government  estimated  in  December 
1959  that  there  was  a  total  of  8,832,000  handicapped  persons 
(2.3%  in  India  in  1956).  Based  on  the  Delhi  survey,  an  estimated 
total  of  13.440,000  (3.5%)  was  obtained  for  the  same  year.  The 
discrepancies  between  Indian  estimates  and  rates  cited  by  other 
countries  are  probably  in  part  a  product  of  variations  in  the  defi- 
nitions used  in  studies  of  the  handicapping  conditions. 

The  sample  survey  of  the  handicapped  in  Kanpur  was  organiz- 
ed by  the  Director  of  the  Institute  of  Social  Sciences  at  Agra 
University.  The  groups  included  were  the  blind  or  visually  handi- 
capped, the  deaf  and  the  deaf-mute,  and  the  orthopedically 
handicapped.  A  random  sample  of  2%  of  the  houses  in  the 
area  to  be  studied  was  covered  by  the  inquiries.  After  the  initial 
interview,  the  persons  were  taken  to  the  Hallet  Hospital  for  a 
thorough  examination.  Out  of  523  persons  interviewed,  514  had 
one  handicap  and  9  had  two  handicaps,  providing  a  total  of 
of  532  handicaps.  Most  of  these  persons  (458  or  88%)  also  came 
from  families  in  which  they  were  the  only  handicapped  member. 
The  largest  number  of  handicaps  was  orthopedic  (231  or  44%),  fol- 
lowed by  blindness  (174  or  33%).  Nearly  half  the  handicaps  were 
found  in  youngsters  up  to  18  years  of  age;  in  fact,  a  third  of  them 
came  in  the  age  group  below  12  years.  The  major  cause  for  blind- 
ness was  smallpox.  Most  handicaps  resulted  from  illness  (58%), 
followed  by  congenital  difficulties  and  accidents.  Over  58%  of  the 
cases  were  chronic,  because  of  lack  of  medical  treatment  and 
unhealthy  living  conditions;  in  other  words,  most  had  had  the 
handicap  for  more  than  three  years.  Two-thirds  of  the  persons 
interviewed  were  illiterate  (in  contrast  to  the  15%  reported  in 
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the  Bangalore  survey),  for  the  report  indicated  that  parents  rare- 
ly thought  in  terms  of  education  for  their  handicapped  children 
(390). 

In  the  Bangalore  survey,  the  Association  of  the  Physically 
Handicapped  studied  a  population  of  184  persons  (146  males 
and  38  females),  of  whom  75  were  institutionalized  and  109 
were  living  with  their  families.  Interviews  were  conducted  by 
post-graduate  students  of  the  National  Institute  of  Social  Sciences. 
There  was  a  high  concentration  of  persons  in  the  age  group  11 
to  15  (44  persons  or  24%),  for  both  males  and  females.  A  total 
of  101  persons  (55%)  was  below  25  years  of  age.  There  were 
33  (18%.)  in  the  16-to-20  age  group.  Only  27  (15%)  of  the  184 
were  illiterate;  52  had  a  middle-school  education;  53  had  either 
finished  or  were  studying  in  high  school  classes;  15  had  reached 
the  college  level  and  6  the  post-graduate  level  Of  the  institution- 
alized group  in  the  Red  Cross  home  for  ex-servicemen,  46  had 
been  soldiers  before  the  onset  of  the  handicap.  Of  those  living 
at  home,  24  were  employed  and  66  were  students.  The  families 
of  the  institutionalized  were  on  the  average  poorer  than  those 
where  the  handicapped  person  was  living  at  home.  Illness  most 
frequently  caused  the  handicapping  condition  except  for  the 
53  ex-servicemen.  Congenital  deformities  accounted  for  10%  of 
the  male  cases  but  24%  of  the  female,  and  even  omitting  the  53 
ex-servicemen,  the  male  percentage  was  still  less  than  the  female 
(16%).  In  most  cases  only  the  lower  extremities  were  affected, 
the  hands  and  fingers  being  normal.  The  degree  of  impairment 
in  the  lower  extremities  was  greater  among  the  institutionalized. 
Most  had  had  the  handicap  for  more  than  three  yeais  (30). 

A  1960  survey  sponsored  by  the  Central  Advisory  Council  for 
the  Education  of  the  Handicapped  focussed  attentioiii  on  a  smal- 
ler community,  the  village  of  Kelod  with  a  total  population  of 
5,000,  about  equally  divided  between  males  and  females.  This 
survey  represented  an  attempt  to  measure  the  dimensions  of  the 
problem  of  caring  for  chronically  ill  and  disabled  persons  which 
is  faced  by  governmental  agencies.  About  two-thirds  of  the  fami- 
lies were  engaged  in  agricultural  activities.  The  infant  mortality 
rate  was  142  per  1,000  live  births.  Half  of  the  population  had  one 
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or  more  defects  or  diseases.  There  were  59  cases  of  leprosy,  of 
which  a  third  involved  some  deformity.  About  1%  of  the  dis- 
orders and  defects  were  found  to  be  congenital  in  origin.  Dis- 
eases and  defects  of  the  eyes  had  a  high  incidence. 

Rate  per  1,000  population: 

Blind  and  visually  handicapped  8.0 
Orthopedic  and  neurological  6.4 
Deaf  (plus  deaf  and  mute)  5.9  (80  db. 

and  above) 

Minor  speech  defect  1.4 

The  overall  incidence  of  the  physically  handicapped  was  report- 
ed to  be  21.7  per  1,000. 

A  survey  of  the  physically  handicapped  in  Maharashtra  State, 
in  both  rural  and  urban  areas,  was  conducted  during  1960-61  by 
the  Director  of  the  Bureau  of  Economics  and  Statistics.  The 
field  work  consisted  of  interviews  by  the  trained  investigators  of 
the  Bureau  of  a  selected  sample  of  households  from  the  coastal, 
inland,  inland  central,  and  inland  eastern  districts,  including  288 
villages  and  192  urban  blocks  in  Maharashtra  State.  Definitions 
of  the  groups  studied  were  as  follows: 

Blind:  one  who  cannot  see  for  all  practical  purposes, 
being  blind  in  both  eyes. 

Deaf:  A  person  who  cannot  hear  for  all  practical  pur- 
poses, being  deaf  in  both  ears. 

Dumb:  one  who  cannot  talk. 

Lame:  a  person  who  is  disabled  or  deformed  in  either 
of  the  legs. 

Leprosy-alfected:  one  who  suffers  from  leprosy. 

Crippled:  a  person,  other  than  a  leprosy-affected,  who 
is  deformed  in  any  part  of  the  body  and  is  disabled 
thereby. 

Temporary  physical  handicaps  were  not  considered. 
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It  was  estimated  that  out  of  7.027,594  households  in  the  state, 
there  were  about  77,000  households  having  at  least  one  physicaiiy 
handicapped  member.  Of  these,  70,000  (or  about  90%)  were 
rural  households.  The  total  number  of  the  physically  handicapped 
was  estimated  at  81,000,  of  which  90%  or  about  73,000  were 
found  in  rural  areas;  on  the  average  there  were  23  such  persons 
for  every  10,000  of  the  general  population  in  the  state,  with  29 
in  the  rural  areas  and  eight  in  the  urban.  Estimates  for  the 
various  categories  of  the  handicapped  were: 

Blind:  28,000  (35%  of  the  total  physically  handicapped) 

Deaf:  10,000 

Dumb:  10,000 

Lame:  12,000 

Leprosy-affected:  20,000 

Crippled:  4,700 

A  more  recent  survey  of  the  disabled  was  one  undertaken  in 
1966  by  the  Nagpur  Association  for  Rehabilitation  of  Children 
with  Orthopaedic  Disabilities  (NARCOD)  in  42  wards  of  the 
city  of  Nagpur  comprising  11%  of  the  population.  This  project 
was  assisted  by  what  was  then  knomn  as  the  Vocational  Rehabili- 
tation Administration  of  the  U.S.  Department  of  Health,  Education, 
and  Welfarie.  The  medical  screening  of  pupils  in  25  primary 
schools  provided  the  following  data  on  types  of  handicaps  dis- 
covered: 


Orthopedic  and  orthoplastic  39 
Poor  vision  and  conditions  leading  to 

visual  defects 
Poor  hearing  and  conditions  leading  to 

hearing  defects  12.9 
Speech  defects 
Dental  defects 
Poor  school  progress 

Poor  health  due  to  other  reasons  53 

Total  590 
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A  1967  report  on  services  for  the  handicapped  in  Maharashtra 
State  pointed  out  that  although  91%  of  the  handicapped  are 
found  in  rural  districts,  only  72%  of  the  general  population  live 
in  those  areas.  As  industrialization  proceeds,  more  physical 
handicaps  are  resulting  from  traffic  and  industrial  accidents  in 
addition  to  diseases  and  congenital  causes  (370). 

Another  more  speciahzed  study  revealed  the  relatively  high 
incidence  of  handicaps  among  beggars  —  46%  of  those  in  gov- 
ernment and  private  institutions  in  one  state  had  physical  or 
mental  handicaps.  In  1963-64  a  study  was  made  of  the  beggars' 
homes  established  in  Maharashtra  State  under  the  Bombay  Pre- 
vention of  Begging  Act,  1959.  Large  numbers  of  the  beggars 
were  found  to  be  handicapped  in  some  way  other  than  by  age 
and  general  infirmity: 


Government 

Private 

Institutions 

Institutions 

Number  of  institutions 

11 

12 

Total  number  of  inmates 

3,670 

685 

Blind 

120 

100 

Deaf 

110 

0 

Orthopedically  handicapped 

70 

300 

Leprosy-affected 

650 

175 

Tubercular 

170 

20 

Mentally  handicapped 

300 

0 

Total  number  of  handicapped 

1,420 

595 

Percentage  of  all  inmates 

39% 

87% 

In  addition  three  "government  certified  institutions"  were  listed, 
which  were  mental  hospitals  for  which  the  patients  were  indicat- 
ed as  "lunatic  cases"  with  no  numbers  of  beggars  specified.  One 
government  home  in  Nandurbar  for  100  persons  fisted  70  ortho- 
pedically handicapped  persons  of  abifity  and  30  ablebodied,  while 
a  private  home  in  Bombay  for  300  persons  listed  the  entu^e  300  as 
orthopedically  handicapped  persons  with  good  LQ.  and  mechanical 
aptitude. 
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Other  evidence  of  Ihc  nature  and  number  of  handicaps  comes 
from  school  medical  examinations.  Out  of  129,887  children 
given  medical  examinations  in  the  municipal  schools  of  Greater 
Bombay  in  1965,  107.979  were  found  to  have  defects  of  some 
kind,  giving  a  total  of  246,063  defects,  with  the  following  per- 
centages for  various  kinds  of  delect  (410) : 

General  debility  65.30% 

Dental  (Mouth  and  teeth)  51.76 

Enlarged  glands  37.73 

Throat  ^^-^^ 

Nose  1^-^ 

Eye  (external)  ^-^^ 

Ear  disease  ^-^^ 

Skin  (contagious)  5.46 

Other  diseases  4.31 

Eye  (vision)  ^-^^ 

Deformity  of  bones  and  rickets  1-34 

Lungs  and  tuberculosis  l-^^ 

Heart  circulation  ^-^^ 

Spleen  ^•^'^ 

A  report  from  the  Directorate  of  Social  Welfare  for  Maha- 
rashtra State  for  the  period  1961-66  gave  incidence  figures  for 
handicapping  conditions  in  the  light  of  some  general  information 
about  the  state  (132).  Maharashtra  has  a  total  population  of 
Qearly  40,000,000.  and  as  indicated  earUer,  72%  of  this  population 
is  classified  as  rural,  although  91%  of  the  handicapped  persons 
live  in  rural  areas.  The  literacy  rate  is  estimated  to  be  30%, 
and  per  capita  income  390  rupees  a  year  (about  $50).  Employ- 
ment is  primarily  in  agriculture  (4,500,000)  but  the  number  em- 
ployed in  factories  is  steadily  increasing  (800.000).  It  is  esti- 
mated that  there  are  81,000  disabled  persons  in  this  state,  divided 
as  follows: 

Blind  28,000 

Deaf  and  dumb  20,000 

Crippled  13,000 

Leprosy-affected  20,000 
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Artificial  limbs  and  appliances  supplied  by  the  Directorate  rose 
from  10  out  of  72  requests  in  1962-63  (the  first  year  such  appU- 
ances  were  provided  to  27  out  of  154  applications  in  1965-66. 
[n  the  period  from  1961-62  to  1965-66  the  number  of  orthopedically 
handicapped  in  special  institutions  rose  from  128  to  310,  and  the 
number  of  special  schools  from  4  to  7  (333). 

Recent  estimates  have  been  given  for  the  number  of  children 
between  6  and  14  years  of  age  in  the  country  as  a  whole  who 
have  various  kinds  of  handicap,  though  the  basis  for  these  esti- 
mates was  not  indicated  (146,  162): 

Blind  447,000 

Deaf  223,500 

Orthopedically  handicapped  500,000 

Mentally  handicapped  1,500,000  to  1,800,000 

While  estimates  of  the  numbers  of  handicapped  persons  vary, 
there  is  usually  closer  agreement  on  the  number  of  the  blind 
than  on  others,  as  indicated  by  figures  provided  by  two  govern- 
ment sources  (185,186): 

Blind  4,000,000  4,000,000 

Deaf  1,250,000  to    1,500,000  2,000,000 

Orthopedically 

handicapped  2,500,000  to    3,000,000     3,000,000  to  14,000,000 
Mentally 

handicapped  4,000,000  to  10,000,000     6,000,000  to  10,000,000 

The  greatest  discrepancies  are  found  in  the  categories  of  the 
orthopedically  handicapped,  which  may  in  part  reflect  the  fact 
that  attention  to  these  groups  and  special  provisions  for  them 
have  appeared  later  than  for  the  blind  and  deaf. 

Both  traffic  and  industrial  accidents  can  be  expected  to  increase 
in  India  as  the  process  of  industrialization  accelerates.  In  the 
period  from  1951  to  1959,  20,935  cases  of  industrial  accidents 
were  registered  in  Bombay  alone  under  the  Workmen's  Compen- 
sation Act,  and  of  this  total  12,235  resulted  in  permanent  dis- 
ability. During  1959,  a  total  of  76,227  cases  was  registered  for 
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the  whole  of  India,  of  which  nearly  7%  resulted  in  permanent 
disability.  There  is  evidence  that  in  contrast  to  the  decreasing 
rates  in  some  western  countries,  the  rate  of  industrial  accidents 
is  increasing  in  India  from  year  to  year,  and  the  accident  rate 
is  as  high  in  the  smaller  towns  as  in  the  larger  cities.  Similarly 
traffic  accidents  have  increased  alarmingly  as  a  result  of  traffic 
congestion  combined  with  poor  systems  of  traffic  control  and 
heavy  vehicular  traffic  in  roads  and  streets  designed  for  carts 
and  bicycles  and  pedestrians.  In  Greater  Bombay  alone,  in  the 
period  from  1950  to  1961  the  Traffic  Control  Department  record- 
ed 228,785  traffic  accidents,  of  which  3,046  were  fatal.  In  recent 
years  railway  accidents  and  air  crashes  have  also  increased  (52), 

Disabilities  resulting  from  other  kinds  of  accidents  vary 
somewhat  from  on©  locale  to  another.  In  mountainous  regions 
accidental  falls  are  common,  while  animal  bites  and  insect  bites 
are  common  in  forests  and  villages. 

Diseases  associated  with  the  aging  process  arc  less  common 
in  India  than  in  western  countries  because  of  lower  longevity. 
For  example,  in  1951  persons  above  the  age  of  55  constituted 
only  8.3%  of  the  general  population.  But  as  living  standards 
improve  and  longevity  increases,  an  increase  in  incidence  of  such 
ailments  as  arthritis,  rheumatism,  heart  disease,  and  cancer  can 
be  expected.  Tuberculosis  of  the  bones  and  joints  and  deficiency 
diseases  like  rickets  are  more  prevalent  in  India,  whereas  in  the 
West  cerebral  palsy  and  amputations  are  more  common  (52). 
Polio,  once  reported  as  of  higher  frequency  in  western  countries, 
may  now  actually  be  higher  in  India.  The  use  of  vaccines  has 
rapidly  brought  it  under  control  in  more  highly  developed  coun- 
tries, while  polio  cases  continue  to  represent  a  large  proportion 
of  the  cases  of  crippled  children  in  India  for  whom  services  are 
being  provided.  Of  the  patients  treated  and  discharged  from  the 
Government  Home  for  Crippled  Children  in  Nagpur  between 
1963  and  December  1967,  14  of  the  28  residential  cases  were 
post-polio,  as  well  as  17  of  the  25  day  pupil-patients  (196). 

The  incidence  of  polio  is  likely  to  rise  rather  than  to  decrease 
in  view  of  evidence  that   polio   is  on  the  increase  in  44 
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tropical  and  semitropical  countries  in  Africa,  Asia,  and  Latin 
America  as  contrasted  with  dramatic  decreases  in  21  European 
countries  plus  Australia,  Canada,  New  Zealand,  and  the  U.S.A. 
Folio  remains  an  infantile  disease  in  warm  countries,  the  majo- 
rity of  cases  being  found  among  children  under  five  years  of  age. 
Vaccination  in  itself  is  not  necesmrily  the  solution,  or  at  least 
as  effective  a  solution,  in  tropical  countries,  since  the  proportion 
of  children  developing  antibodies  after  vaccination  can  be  as  low 
as  30%  in  comparison  with  the  more  usual  90%  in  temperate 
climates.  An  increase  in  the  incidence  of  polio  is  expected  when- 
ever the  infant  mortality  rate  in  a  country  falls  below  75  per 
1,000  (349). 

Other  disabling  conditions  found  in  western  countries  which 
occur  much  less  frequently  in  India  include  multiple  sclerosis 
and  muscular  dystrophy,  which  are  said  to  be  very  rare  in  India 
as  in  other  Asian  countries.  In  the  case  of  muscular  dystrophy, 
this  may  only  seem  to  be  true,  since  little  is  done  for  persons  so 
afflicted,  and  those  with  the  type  appearing  in  childhood  usually 
die  at  an  early  age  (187).  Some  handicapping  conditions  which 
are  practically  non-existent  in  western  countries  loom  large 
among  the  health  problems  of  India,  as  in  the  case  of  leprosy. 
Blindness,  though  found  in  all  countries,  is  a  much  more  serious 
problem  in  India.  Any  marked  change  in  the  present  incidence 
of  various  types  of  handicap  in  India  will  probably  be  related 
to  improvements  in  social  and  economic  conditions. 
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ORGANIZATION  AND  ADMINISTRATION 

Although  India  is  a  land  rich  in  traditions  for  the  care 
of  the  handicapped,  as  illustrated  by  many  acts  of  charity 
reported  in  mythology  and  in  history,  a  planned  approach  on 
a  national  and  scientific  basis  did  not  appear  till  1945,  after  the 
submission  of  the  Report  of  the  Post-War  Development  Plans. 
No  government  action  concerning  services  for  the  disabled  was 
taken  until  India  became  independent;  before  this  time  voluntary 
bodies  had  provided  the  only  services  available.  The  first  Five 
Year  Plan  shifted  emphasis  from  charity  to  rehabilitation.  In  the 
Second  Five  Year  Plan,  education  and  employment  of  the  physi- 
cally handicapped  were  stressed,  with  beginnings  such  as  scholar- 
ships for  handicapped  students  and  a  plan  for  establishing  special 
employment  exchanges  for  the  handicapped.  The  Third  Five  Year 
Plan  encouraged  the  development  of  facilities  for  vocational  train- 
ing, expansion  of  employment  opportunities  for  the  handicapped, 
and  coordination  of  public  and  private  efforts  along  these  lines. 
Central  and  state  governments  have  taken  an  increasingly  active 
part  in  solving  rehabiHtation  problems,  although  administrative 
responsibihty  for  present  rehabilitation  services  continues  to  rest 
primarily  upon  voluntary  groups.* 

The  Constitution  of  India  establishes  the  principle  that  the  dis- 
abled are  entitled  to  the  same  rights  and  privileges  as  other  citi- 
zens, but  no  specific  legislative  provisions  are  made  concerning 
rehabilitation  services.  Two  laws,  however,  do  make  specific  pro- 
vision for  disabled  workers:  (1)  the  Workmen's  Compensation 
Act  of  1923  which  states  that  any  person  earning  a  maximum  of 


*  An  excellent  summary  of  legislative  and  administrative  provisions 
related  to  rehabilitation  of  the  disabled  was  published  in  1964  by  the 
United  Nations  Department  of  Economic  and  Social  Affairs.  (448) 
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400  rupees  is  entitled  to  compensation  for  injuries  suffered  in  con- 
nection with  employment,  whether  the  disability  is  temporary  or 
permanent,  partial  or  total;  (2)  the  Employees'  State  Insurance 
Act  of  1948.  The  first  law  says  nothing  about  vocational  rehabiU- 
tation,  and  the  compensation  is  inadequate  for  a  worker  unemploy- 
ed because  of  his  injury  (448).  The  employees'  State  Insurance 
Scheme  was  introduced  in  1952  in  Delhi  and  Kanpur  to  provide 
for  medical  costs  for  industrial  workers;  it  includes  sickness 
benefits,  maternity  benefits,  and  disability  benefits.  It  is  planned  to 
include  hospitalization  and  midwife  costs  in  the  future.  The 
first  Factories  Act  in  1881  set  lower  and  upper  age  limits  for 
children's  employment  as  well  as  their  hours  of  work.  After 
a  series  of  amendments,  a  new  Act  in  1948  introduced  regulations 
concerning  working  conditions  of  employees  in  general  such  as 
overcrowding,  sanitary  arrangements,  and  maternity  benefits  (51). 

Among  the  Directive  Principles  laid  down  by  the  Constitution, 
Article  38  emphasizes  the  obligation  of  promoting  the  welfare  of 
the  people;  Article  39  asserts  that  citizens  have  the  right  to  an 
adequate  means  of  earning  a  living,  and  children  and  youth  must 
be  protected  against  exploitation  and  against  moral  and  material 
abandonment;  and  Article  41  asserts  that  the  State  shall,  within  the 
limits  of  its  economic  capacity  and  development,  make  effective 
provision  for  securing  the  right  to  work,  to  education,  and  to  public 
assistance  in  cases  of  unemployment,  old  age,  sickness,  and  dis- 
ability and  in  other  cases  of  undeserved  want. 

Another  type  of  legislation  dealt  with  the  prevention  of  acci- 
dents. An  1881  Factories  Act  was  amended  several  times  before 
1948,  when  a  new  Act  specified  certain  regulations  governing  the 
working  conditions  of  employees.  Other  laws  with  similar  pur- 
poses have  been  the  Plantation  Labour  Act  of  1951  and  the  Mines 
Act  of  1952.  Since  the  incidence  of  industrial  accidents  is  higher 
in  India  than  in  western  countries,  the  Government  of  India  has 
undertaken  a  thorough  study  of  the  causes  of  accidents  in  certain 
factories,  and  a  standing  Advisory  Committee  considers  measures 
for  reducing  the  frequency  of  such  accidents  (448). 
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To  provide  the  consultation  with  experts  that  was  needed  m 
developing  such  services,  the  Government  of  India  set  up  the 
National  Advisory  Council  for  the  Education  of  the  Handicapped 
in  September,  1955.  This  group  advises  the  government  concerning 
provisions  for  the  physically  and  mentally  handicapped,  and  co- 
ordinates the  rehabilitation  work  of  voluntary  organizations. 
(Similar  advisory  councils  have  been  formed  at  the  state  level.) 
The  Secretariat  of  the  Department  of  Social  Welfare  in  New  Delhi 
is  the  headquarters  for  this  council,  which  is  concerned  with  the 
education,  training,  and  rehabilitation  of  all  groups  of  physically 
and  mentally  handicapped  persons^ — bUnd,  deaf,  orthopedically 
handicapped,  and  mentally  retarded.  The  body  consists  of  bet- 
ween 80  and  90  persons  appointed  on  the  basis  of  recommenda- 
tions from  the  Ministry  of  Education,  with  the  purpose  of  making 
plans  to  be  incorporated  into  the  government's  Five -Year  Plans. 
The  group  meets  usually  every  year  or  year  and  a  half.  (This 
Council  eventually  sponsored  three  random  sample  surveys  of  the 
handicapped  in  Bombay,  Delhi,  and  Kanpur.) 

The  central  government  has  also  sponsored  nation-wide  meetings 
which  have  drawn  attention  to  the  needs  of  the  handicapped,  and 
considered  the  possibility  of  special  legislative  provisions  for 
them.  The  Government  of  India  held  during  1955-56  three  Semi- 
nars on  the  education  of  the  blind,  education  of  the  deaf,  and 
employment  of  the  blind  respectively,  and  used  suggestions  em- 
erging from  these  Seminars  in  describing  programs  for  the  handi- 
capped in  the  Second  Five- Year  Plan  (448).  At  the  government- 
sponsored  First  National  Seminar  and  First  National  Exhibition 
on  the  Training  and  Employment  of  the  Physically  Handicapped 
held  in  Bangalore  in  1961,  the  possibility  of  central  and  state 
legislation  relating  to  disabled  persons  was  discussed  (51).  It 
was  decided  to  defer  such  legislation  until  all  other  possibilities 
had  been  explored.  The  first  executive  action  concerning  employ- 
ment of  the  disabled  was  taken  by  the  Directorate-General  for 
Resettlement  m  the  Ministry  of  Labour,  by  establishing  regional 
employment  centers  and  special  placement  officers  (448). 


The  original  work  with  the  handicapped  came  under  the  juri- 
sdiction of  the  Ministry  of  Education,  but  after  much  discussion 
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and  several  different  recommendations,  it  was  placed  in  turn 
under  the  Ministries  of  Law,  of  Social  Security,  and  of  Social 
Welfare.  It  has  sometimes  been  difficult  to  determine  which 
department  now  has  which  responsibilities  for  the  handicapped. 

All  projects  for  the  handicapped  (blind,  deaf,  mentally  retard- 
ed, and  orthopedically  handicapped)  are  financed  in  one  of  five 
different  ways: 

1.  The  project  is  run  by  the  central  government — directly 
financed  and  operated — such  as  the  center  for  the  adult 
blind  and  the  center  for  the  adult  deaf. 

2.  The  Government  of  India  (the  central  government)  gives 
a  grant  to  be  matched  by  the  state  social  welfare  and  health 
departments.  The  state  may  run  the  project  by  itself  or 
assist  a  voluntary  agency. 

3.  A  voluntary  organization  gets  a  direct  grant  from  the  state 
(taken  from  central  government  funds)  or  directly  from 
the  central  government  with  the  approval  of  the  state  gov- 
ernment. The  voluntary  group  may  apply  for  a  central 
government  grant  through  the  state  government,  thus  getting 
a  direct  central  government  grant  via  the  state. 

4.  An  individual  or  voluntary  society  may  operate  a  private 
undertaking  without  any  governmental  involvement,  possi- 
bly financed  with  gifts,  donations,  and  trusts.  The  orga- 
nization may  apply  later  for  government  funds  after  the 
operation  becomes  a  going  concern.  The  Lions  and  Rotary 
Clubs  have  been  very  helpful  regarding  the  blind,  and 
are  now  becoming  interested  in  the  mentally  retarded  as 
well. 

5.  The  municipality  finances  and/or  operates  programs  for 
the  handicapped  (187). 

The  Ministry  of  Education  makes  a  number  of  specifications 
concerning  the  basis  for  grants  to  non-profit  voluntary  organiza- 
tions serving  the  blind,  deaf,  or  orthopedically  handicapped  (149). 
Although  no  official  standards  have  been  set  up  specifying  re- 
quirements regarding  physical  plant,  personnel,  or  curriculum. 
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it  is  Stated  that  such  an  organization  "should  have  facilities,  re- 
sources, experience  and  personnel  to  initiate  the  scheme  for 
which  assistance  is  sought ...  Its  work  should  have  been  reported 
as  satisfactory  by  the  State  Government ...  It  should  be  provid- 
ing a  needed  service  for  the  handicapped."  The  assistance  given 
is  designed  to  provide  for  "developing  all  activities  calculated  to 
promote  the  education  and  training  of  the  handicapped  at  all 
stages  of  education,"  unless  the  project  concerned  is  already 
covered  under  provisions  of  the  Central  Social  Welfare  Board, 
or  under  other  provisions  of  the  Ministry  of  Education.  Usually 
grants  are  given  for  purposes  other  than  maintenance: 

Construction  of  Buildings 
Purchase  of  furniture 

Purchase  of  educational  or  vocational  equipment  including 

hearing  and  prosthetic  aids 
Salaries  and  allowances  of  the  staff 
Purchase  or  transcription  of  books 
Seminars,  conferences,  and  exhibitions 
Research  and  surveys 

Publication  of  journals,  pamphlets,  and  books 

Financial  assistance  is  given  on  a  shared  basis,  not  exceeding 
75%  of  the  non-recurring  and  recurring  expenditures,  the  remain- 
der to  be  borne  by  the  state  government  and/or  thei  organization 
concerned.  Grants  are  usually  given  for  a  period  of  three  to  five 
years  after  the  institution  is  founded.  Applications  for  grants 
usually  come  through  the  state  government  although  in  some 
cases  the  organization  or  institution  may  apply  directly. 

The  Ministry  of  Education  encourages  provision  for  handi- 
capped children  not  only  by  providing  grants  for  the  construc- 
tion and  operation  of  special  schools  and  institutions,  but  also 
by  subsidizing  experimental  programs  for  integrating  handicap- 
ped children  into  regular  schools  and  by  giving  each  year  a 
number  of  scholarships  to  handicapped  youth  for  additional  aca- 
demic education  or  training. 
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The  rehabilitation  services  provided  in  India  at  various  hospi- 
tals, institutions,  and  centers  include:  (1)  medical  care:  diagno- 
stic tests,  restorative  and  surgical  treatment,  prosthetic  and 
orthopedic  appliances,  convalescent  homes,  and  physical  and 
occupational  therapy;  (2)  education  for  the  blind,  deaf,  ortho- 
pedically  handicapped,  and  to  an  increasing  extent  for  the 
mentally  retarded;  (3)  vocational  training,  including  pre-voca- 
tional  training  in  special  schools;  (4)  job  placement  v\^ith  recruit- 
ment for  some  government  employment,  special  placement  services 
in  government  employment  exchanges,  sheltered  employment  in 
workshops  attached  to  some  hospitals  and  vocational  training 
centers,  and  industrial  sheltered  workshops;  (5)  pensions  and 
allowances,  with  Ministry  of  Education  scholarships  and  allow- 
ances for  education  and  training  of  the  bhnd,  deaf,  and  ortho- 
pedically  handicapped;  and  (6)  social  services  such  as  welfare 
assistance,  consultations  with  medical  and  psychiatric  social 
workers,  and  follow-up  services  in  clinics  (448). 

The  term  "disabihty"  has  not  been  officially  defined,  though 
rehabilitation  officers  have  tended  to  concentrate  on  orthopedic 
and  neurological  impairment.  Rehabilitation  facilities  and 
services  have  been  made  available  primarily  for  the  blind,  deaf 
and  deaf-mute,  orthopedically  handicapped,  and  disabled  war 
veterans. 

An  illustration  of  the  operation  of  such  services,  in  this  case 
primarily  for  the  orthopedically  handicapped,  is  that  of  the  All 
India  Institute  of  Physical  Medicine  and  Rehabilitation  in 
Bombay.  Decisions  regarding  admission  to  rehabilitation  services 
are  made  at  twice-a-week  case  conferences  participated  in  by 
representatives  of  the  various  specialized  departments  involved. 
Out-patients  are  accepted  on  the  basis  of  recommendations  from 
other  departments  of  the  hospital,  self-referrals,  referrals  from 
private  physicians,  and  referrals  from  social  placement  services 
for  employment  evaluation.  Recommendations  for  appropriate 
services  are  made  at  the  case  conferences,  which  include  voca- 
tional rehabilitation  counselors  who  ar^*  responsible  for  voca- 
tional evaluation,  guidance,  and  follow-up. 
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The  overall  purposes  of  the  AllPMR  are  to  (1)  provide 
diagnosis  and  treatment  for  the  disabled;  (2)  provide  education 
and  vocational  training;  (3)  investigate  employment  opportu- 
nities; (4)  develop  a  teamv^ork  approach  in  the  rehabilitation 
process;  and  (5)  develop  facilities  for  the  professional  training 
of  rehabilitation  personnel. 

In  addition  to  its  broad  program  of  rehabilitation  services,  the 
AIIPMR  furnishes  advisory  services  to  assist  in  the  initiation 
and  development  of  basic  rehabilitation  services  in  other  insti- 
tutions, coordinates  its  services  with  programs  in  other  hospitals, 
cooperates  with  the  Special  Placement  Service,  and  serves  as  a 
training  resource  for  special  placement  counselors  and  a  referral 
source  for  vocational  evaluation  of  the  disabled.  Among  the 
hospitals  assisted  in  developing  their  own  programs  are  the  King 
Edward  VII  Memorial  Hospital,  J. J. Group  of  Hospitals, 
Children's  Orthopaedic  Hospital,  Nair  Hospital,  Jerbai  Wadia 
Children's  Hospital,  St.  George's  Government  Hospital,  all  in 
Bombay  and  Irwin  Hospital,  New  Delhi.  The  Employees'  State 
Insurance  Corporation  is  introducing  rehabilitation  departments 
into  three  Bombay  hospitals  with  the  aid  of  the  Institute  (448). 

The  increasing  administrative  responsibility  assumed  for  the 
Institute  by  the  central  government  is  illustrative  of  the  enlarging 
role  of  the  Government  of  India  in  rehabilitation  activities.  The 
AIIPMR  was  formerly  administered  by  the  Government  of  India 
in  conjunction  with  the  Government  of  what  was  then  Bombay 
State,  and  the  Bombay  Municipal  Corporation,  with  a  managing 
committee  composed  of  two  representatives  of  each  of  these 
bodies  as  well  as  of  the  Society  for  the  Rehabilitation  of  Crippled 
Children.  But  since  October,  1961,  overall  administration  has 
been  taken  over  by  the  Central  Ministry  of  Health  in  New  Delhi. 
Nine  additional  regional  rehabilitation  centers  are  to  be  established 
by  the  central  government  in  other  parts  of  India. 

However,  this  increasing  governmental  participation 
operates  in  collaboration  with,  rather  than  in  place  of,  voluntary 
groups  which  have  also  played  an  important  role  in  developing 
rehabilitation  programs,  such  as  the  National  Association  for  the 
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Blind  in  Bombay  which  has  its  own  Special  Employment  Service 
for  the  blind,  and  the  Fellowship  of  the  Physically  Handicapped 
in  Bombay  which  started  a  sheltered  workshop  for  the  ortho- 
pedically  handicapped  in  1957  (448). 

State  and  Central  governments  cooperate  with  voluntary  orga- 
nizations such  as  the  Society  for  the  Welfare  of  the  Physically 
Handicapped  (Poona)  which  founded  a  Home  for  the  Physically 
Handicapped  in  1957,  and  the  Society  for  the  Education  of  the 
Crippled  (child  and  adult)  which  was  founded  in  Bombay  in 
January  1959.  Although  the  central  government  operates  im- 
portant centers  for  the  blind  and  deaf  —  the  All  India  Training 
Centre  for  Adult  Blind  at  Dehra  Dun  and  the  Training  Centre 
for  the  Adult  Deaf  in  Hyderabad  —  there  are  important  volun- 
tary institutions  providing  for  these  groups,  such  as  the  Tata 
Agricultural  and  Rural  Training  Centre  for  the  Blind  established 
at  Phansa,  in  the  state  of  Gujarat,  in  January  1960  by  the  National 
Association  for  the  Blind. 

The  first  Special  Employment  Exchange  for  the  Handicapped 
was  established  at  Bombay  in  1959,  followed  by  eight  other  ex- 
changes at  Delhi,  Madras,  Hyderabad,  Bangalore,  Calcutta,  Kan- 
pur,  Chandigarh,  and  Ahmedabad,  and  proposals  for  still  others  in 
each  of  the  remaining  states.  Regular  employment  exchanges 
have  been  instructed  to  give  special  assistance  to  physically 
handicapped  applicants.  Throughout  the  country  medical  boards 
have  been  created  which  examine  physically  handicapped  appli- 
cants for  central  government  positions,  with  priority  given  such 
applicants  by  permitting  some  relaxation  for  them  in  age  require- 
ments though  not  in  educational  requirements.  In  some  states, 
such  as  Maharashtra  and  Gujarat,  special  officers  have  been 
appointed  under  the  Directorate  of  Social  Welfare  to  deal  with 
the  welfare  of  the  handicapped.  The  standard  classification  for 
the  orthopedically  handicapped  developed  by  the  Special  officer 
in  Maharashtra  State  has  been  approved  by  the  Orthopedic 
Surgeon  serving  as  an  expert  in  the  Ministry  of  Education,  and 
is  likely  to  be  adopted  by  other  rehabilitation  centers  in  the 
country  (448). 
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The  most  detailed  report  of  rehabilitation  services  is  that  for 
Maharashtra  State,  where  the  Directorate  for  Social  Welfare 
published  a  lengthy  report  in  1967  (370).  Rehabilitation  is  recog- 
nized as  a  continuous  process  having  three  aspects  —  medical, 
educational,  and  social. 

Until  1958,  the  education  of  the  handicapped  came  within  the 
jurisdiction  of  the  Education  Department,  as  in  the  central  gov- 
ernment, after  which  the  reorganization  of  the  states  resulted 
in  its  transferral  to  the  Social  Welfare  Department.  A  separate 
branch  for  the  physically  handicapped  was  created  under  a  specially 
trained  Medical  Officer  who  is  designated  as  Deputy  Director  of 
Social  Welfare  for  Education  and  Rehabilitation  of  the  Handi- 
capped. He  is  assisted  by  four  Inspectors  for  the  Institutions  of 
the  Handicapped,  one  each  for  the  blind,  deaf,  crippled,  and 
mentally  retarded.    A  medical  Social  Worker  is  also  appointed. 

A  State  Advisory  Council  for  Education  and  Rehabilitation 
of  the  Handicapped,  similar  to  the  National  Council,  includes 
the  Chief  Minister  of  the  state,  the  Minister  of  Public  Health, 
the  Minister  of  Social  Welfare,  the  Deputy  Ministers  of  these 
departments,  the  Surgeon  General,  the  Director  of  Social  Wel- 
fare, the  Director  of  Technical  Education,  the  Director  of  Em- 
ployment, the  Director  of  the  All  India  Institute  of  Physical 
Medicine  and  Rehabilitation,  and  the  Special  Employment  Officer 
for  the  Disabled.  The  purpose  of  this  Council  is  to  (1)  advise 
on  the  coordination  of  activities  and  services  relating  to  the 
handicapped,  (2)  disseminate  information  concerning  the 
rehabilitation  of  the  handicapped,  (3)  create  greater  pubhc 
awareness  concerning  the  problems  and  needs  of  the  handicapped, 
and  (4)  perform  such  other  functions  as  may  be  entrusted  to  it 
by  the  state  government. 

Grants-in-aid  are  given  to  registered  and  recognized  schools 
and  training  institutions  for  the  handicapped,  on  this  basis: 
(1)  for  recurring  expenses  2/3  of  the  total  expenditures  or  30 
rupees  per  month  per  person  whichever  is  less;  (2)  for  non- 
recurring expenses,  50%  of  the  total  cost  of  construction  of 
buildings  and  purchase  of  equipment  approved  by  the  Directorate 
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of  Social  Welfare.  This  department  also  gives  finaucial  assistance 
to  handicapped  children  and  adults,  to  the  extent  that  funds 
permit,  for  the  purchase  of  prosthetic  devices  (370). 

The  pilot  Employment  Office  for  Physically  Disabled  at 
Bombay  was  set  up  in  March  1959  on  the  recommendation  of 
the  Standing  Committee  of  the  National  Advisory  Council  for 
Education  of  the  Handicapped  by  the  Government  of  India,  as 
a  first  step  in  a  program  of  establishing  special  employment  offices 
of  this  kind  at  important  centers  of  the  country.  This  office 
serves  the  blind,  deaf  and  dumb,  and  orthopedically  handicapped. 
It  registers  physically  handicapped  applicants  who  are  recom- 
mended by  a  recognized  institution  for  the  handicapped  from 
Bombay  State,  or  the  Government  Training  Centre  for  the  Adult 
Blind  at  Dehra  Dun;  those  who  have  had  industrial,  commercial, 
or  job  experience  and  are  residing  in  Greater  Bombay;  and  those 
who  have  attained  Secondary  or  High  School  Standard  or  above 
and  are  residing  in  Greater  Bombay.  Medical  specialists  examine 
the  applicants  and  assess  their  eligibility  for  registration  and 
capacity  for  work  (220). 

The  section  of  the  Directorate  of  Social  Welfare  in  Maha- 
rashtra State  for  the  period  1961-66  dealing  with  the  physically 
handicapped  handled  the  following  caseloads  for  that  period 
(132): 


Orth.  Mentally 


Year 

Hand. 

Blind 

Deaf 

Hand. 

Others  Total 

1961-62 

38 

5 

15 

0 

0 

58 

1962-63 

72 

15 

26 

7 

5 

125 

1963-64 

113 

45 

3 

13 

5 

179 

1964-65 

132 

47 

28 

5 

7 

219 

1965-66 

154 

49 

37 

3 

10 

253 

Totals 

509 

161 

109 

28 

27 

834 
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The  physically  and  mentally  handicapped  persons  are  initially 
examined  by  the  Deputy  Director.  If  they  cannot  be  brought  in 
for  such  an  examination,  a  medical  report  is  submitted.  These 
persons  are  then  referred  to  the  following  services: 

(1)  hospitals  for  further  treatment. 

(2)  Artificial  Limb  Centre  for  fitting  prostheses  and  appliances. 

(3)  special'  educational  institutions  or  regular  schools. 

(4)  vocational  training  centers. 

(5)  for  employment,  to  industries  directly,  to  sheltered  work- 
shops, or  to  employment  exchanges. 

(6)  if  unrehabihtable.  Homes  for  the  Infirm  and  Aged. 

During  the  Third  Plan,  four  sheltered  workshops  were  opened 
by  voluntary  organizations  with  government  subsidies,  and  it  is 
proposed  that  three  additional  ones  be  established,  including  one 
Industrial  Rehabilitation  Unit;  if  no  voluntary  agencies  create 
them,  the  government  will  provide  them.  Also -new  buildings 
will  be  constructed  at  government  institutions  for  the  handi- 
capped, especially  since  it  had  not  been  possible  during  the 
Third  Plan  to  undertake  any  construction.  Additions  to  build- 
ings, alterations,  and  special  repairs  will  also  be  needed  (132). 

Plans  further  include  expansion  of  arrangements  for  training 
special  teachers.  During  the  Third  Plan,  15  special  teachers 
were  trained  in  recognized  institutions,  but  more  will  be  needed 
as  new  institutions  are  established,  and  therefore  it  is  hoped 
that  100  teachers  can  be  trained  in  the  current  five-year  period. 
The  government  pays  for  the  training  of  teachers  of  the  bhnd, 
of  whom  40  will  be  trained.  Additional  outlays  will  occur  for 
the  prostheses  and  apphances  needed  by  handicapped  children 
attending  government  schools  or  attending  regular  schools  or 
technical  training  institutions.  Additional  scholarships  will  also 
be  provided  for  handicapped  youngsters.  Financial  assistance  will 
be  increased  for  helping  handicapped  persons  to  start  a  small 
trade  or  business  of  their  own,  as  in  the  purchase  of  sewing 
machines,  handcarts,  etc.  While  250  persons  were  admitted  to 
homes  for  the  aged  and  infirm  during  the  Third  Plan,  this 
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number  is  expected  to  increase  to  750  persons  referred  to  voluntary 
institutions  given  grants-in-aid  for  this  purpose  by  the  govern- 
ment; these  institutions  will  therefore  be  expanded.  In  addition, 
the  government  itself  will  open  two  new  homes  of  this  kind,  to 
provide  for  100  persons  in  each.  Welfare  and  rehabilitation  pro- 
visions for  leprosy  patients  will  also  be  increased  (132). 

In  the  Fourth  Five-Year  Plan  (1966-67  to  1970-71)  Maha- 
rashtra State  plans  to  spend  the  following  amounts  of  money 
(m  rupees)  for  social  welfare  programs  for  the  handicapped: 

Education  and  training  of  physically  and  mentally 
handicapped  children  and  adults   2,598,000 

Sheltered  workshops,  small-scale  industries,  agricul- 
tural-industrial and  agricultural  projects,  etc.  for 
handicapped  adults   

Construction  of  buildings  for  institutions  for  the 
handicapped 

Training  of  staff  employed  in  institutions  for  handi- 
capped and  at  headquarters    275,000 

Supply  of  artificial  limbs,  appliances,  aids,  etc.  for 
the  physically  handicapped    75,000 

Scholarships  for  physically  handicapped  students  . .  550,000 

Financial    assistance    to    physically  handicapped 

P^^^^^s    60,000 

Grants-m-aid  to  Homes  for  the  Aged  and/or  Infirm  500,000 
Opening  government  Homes  for  the  Aged  and 
Infirm,  Mentally  handicapped,  physically  handi- 
capped, etc   295,000 

Rehabilitation  of  leprosy-affected  persons  . .       . .  400  000 


605,000 
1,400,000 


Total       . .  6,758,000 

In  this  Fourth  Five-Year  Plan  an  expansion  of  each  of  the 
above  programs  is  envisaged.  For  special  education  and  training. 
It  is  planned  to  open  new  schools  for  physically  and  mentally 
handicapped  children,  establish  centers  for  the  vocational  training 
of  handicapped  adults,  expand  the  facilities  of  existing  govern"^ 
ment  and  voluntary  institutions,  begin  pilot  centers  for  children 
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with  special  educational  needs,  provide  follow-up  and  research, 
and  strengthen  the  staff  at  the  Directorate.  In  the  course  of  the 
Third  Flan,  eight  new  schools  for  the  physically  handicapped 
had  been  opened  — two  government  and  six  voluntary.  One 
government  training  center  was  also  opened  at  Nagpur.  In  the 
Fourth  Plan  it  is  proposed  to  start  16  new  schools  for  handi- 
capped children -five  for  the  blind,  three  for  the  deaf,  five 
for  the  orthopedically  handicapped,  and  three  for  the  mentally 
retarded.  Continuing  encouragement  and  financial  assistance  will 
be  given  to  voluntary  agencies.  One  government  home  for 
crippled  children  was  established  in  1966-67.  It  is  also  proposed 
that  a  vocational  training  center  for  50  persons  be  established. 

To  handle  this  expanded  program,  additions  will  be  made  to 
the  Directorate  of  an  Assistant  Director  of  Social  Welfare  m 
the  field  of  education  and  rehabilitation  of  the  handicapped,  an 
office  superintendent,  two  senior  clerks,  three  junior  clerks,  and 
one  unskilled  worker  (132). 

The  state  of  Maharashtra  thus  provides  the  most  varied  and 
highly  organized  program  of  services  to  be  found  in  any  of  the 
states,  although  many  others  are  following  suit,  and  the  central 
government  itself  is  steadily  expanding  its  role  in  programs  for 
the  handicapped. 

Better  coordination  of  services  on  the  state  and  national  levels 
is  apparently  needed.  There  is  considerable  state  autonomy  m 
matters  pertaining  to  health,  a  situation  found  also  m  urban 
areas.  Although  a  Central  Council  of  Health,  comprising  the 
health  ministers  of  the  various  states,  was  formed  m  1952,  it 
has  not  yet  succeeded  in  coordinating  health  policies  to  the 
extent  considered  desirable.  Although  some  organizational  inte- 
aration  has  occurred  at  top  government  levels,  it  is  believed  that 
far  less  has  occurred  at  the  grass-roots  level  (281).  Efficiency 
of  service,  of  course,  depends  on  other  factors  as  well  such 
as  the  number  of  professional  personnel,  the  nature  of  their 
training,  and  the  financial  resources  available,  but  coordination 
of  services  would  make  possible  more  efficient  use  of  whatever 
facilities  are  currently  available. 


Chapter  2 


THE  CHILD  WELFARE  SERVICES 

The  concept  of  social  welfare  as  charity  to  the  needy  and 
helpless  is  gradually  giving  way  in  India  to  the  concept  of  welfare 
as  an  "enabling  service"  to  help  individuals  and  families  to  cope 
with  their  social,  economic,  and  emotional  problems.*  This  point 
of  view  has  gained  acceptance  as  state  responsibility  for  social 
welfare  programs  has  increased.  Also  related  are  the  efforts  to 
develop  a  set  of  scientific  principles  and  to  formulate  standards 
for  both  institutionalized  and  non-institutionalized  services.  Such 
standards  are  outlined  in  a  pamphlet  issued  by  the  Central  Social 
Welfare  Board,  called  "A  Guide  to  Minimum  Standards  for 
Welfare  Services." 

The  Central  Social  Welfare  Board  undertook  in  1966  a  series 
of  surveys  in  different  states  concerning  the  existing  services  for 
children  below  16  years  of  age,  with  the  objective  of  providing 
data  of  national  scope  to  facilitate  planning  to  meet  the  needs 
of  children.**  Agencies  were  broadly  classified  as  primary  (those 
with  central  emphasis  on  child  welfare)  and  secondary  (those 
where  child  welfare  is  secondary  in  emphasis  to  such  fields  as 
women,  community  welfare,  or  family  welfare)  (28). 


*Welfare  services  are  discussed  here  primarily  as  they  affect  the  child, 
since  the  services  concerned  chiefly  with  adults  are  generally  incorporat- 
ed in  the  sections  dealing  with  specific  categories  of  handicapped  per- 
sons, such  as  the:  blind,  the  deaf,  or  the  orthopedically  handicapped, 

**The  spread  of  child  welfare  services  is  illustrated  by  descriptions 
in  the  January  1968  issue  of  Sociai  Welfare  of  new  Family  and  Child 
Welfare  projeots  inaugurated  in  twelve  different  states  in  1967. 


46 


SF.RVICI'S   FOR   Tlir    IIA N[)ICAPPFJ)  IN  INDIA 


Jt  was  found  that  in  Greater  Bombay  there  were  375  child 
welfare  agencies,  of  which  274  provided  day  services.  Included 
were  the  following: 

Agencies  for  socially  handicapped  children:  62 

6  Family  Welfare  Agencies  with  day  programs  in  such  areas 
as  adoption,  foster-care,  and  sponsorship 

4  Remand  Homes  and  certified  Schools  for  only  court- 

committed  children 

21  Fit  Persons'  Institutions  for  both  court-committed  and 
non-court-committed  children 

29  Children's  Homes  for  only  non-court-committed  children 

2  Children's  Sections  in  women's  institutions  to  serve  the 

children  of  inmates 

Agencies  for  physically  handicapped  children:  12 

3  for  the  blind 

5  for  the  deaf 

4  for  the  orthopedically  handicapped 
Agencies  for  mentally  retarded  children:  9 
Agencies  for  children  with  leprosy:  1 
Counselling  and  guidance  services:  17 

8  Child  Guidance  Clinics 

4  School  Social  Work  Departments 

4  Vocational  Guidance  Bureaus 

Most  of  these  agencies  are  voluntary.  The  percentages  of  the 
total  number  which  are  sponsored  in  various  ways  are  as  follows: 


Voluntary  

State  government 

Bombay  Municipal  Corporation 

Quasi-governmental  (such  as  the  Children's 


60.8% 

21.6 

13.1 


Aid  Society) 


4.5 
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Eligibility  criteria  for  agency  services  are  based  on  religion, 
sex,  and  age.*  Religion  is  a  criterion  in  22  of  the  agencies 
serving  socially  handicapped  children,  or  39%  of  the  number 
in  this  category,  and  most  of  the  22  accept  only  Muslims.  Of 
the  total  agencies,  7%  have  a  sex  specification  —  24  for  the 
socially  handicapped  and  one  for  the  blind  specify  boys.  Girls 
are  specified  for  about  5%— 15  for  the  socially  handicapped 
and  two  others  providing  school  social-work  services. 


Age  ranges  vary  considerably,  though  children  six  to  12  years 
of  age  are  most  frequently  provided  for: 

6-12    95% 

12-16    91 

3-6  ..       ...  48 

0-3    25 


Chances  of  admission  in  the  6- 
agencies  for  the  physically  and 
general  the  adolescent  age  group 
mentally  handicapped  children 
needed. 


to- 12  age  range  are  100%  in 
mentally  handicapped  but  in 
among  socially,  physically,  and 
have  fewer  services  than  are 


The  number  of  children  handled  annually  varies  considerably 
from  agency  to  agency,  but  most  of  the  agencies  serve  fairly 
small  numbers.  The  medium  size  of  the  groups  served  is  as 
follows : 

Socially  handicapped   60 

Blind    75 

Deaf         . .       ,. ,,       . .       . .       . .  40 

Mentally  handicapped   27 

Orthopedically  handicapped      . .       . .  80 

Only  about  15%  of  the  institutions  for  the  socially  handicapped 
have  more  than  300  children,  and  all  of  these  are  either  Remand 
Homes  or  Certified  Schools  or  Fit  Persons'  Institutions.  There 
is  one  institution  with  more  than  300  children  for  each  of  the 


♦Percentages  hereafter  are  rounded  off. 
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categories  of  the  mentally  handicapped,  orthopedically  handi- 
capped, and  children  with  leprosy. 

Child  Guidance  Clinics  and  School  Social  Work  agencies  serve 
an  average  of  75  children  each  year,  whereas  Vocational  Guidance 
Bureaus  serve  about  300.  Community  services  in  general  have 
two  patterns  in  terms  of  the  size  of  the  group  served — 70% 
have  an  average  of  40  children  and  the  remainder  an  average 
of  320  children. 

Services  can  be  classified  as:  (1)  academic  education,  (2)  voca- 
tional education,  (3)  health  services,  (4)  recreation,  and 
(5)  special  services. 

Of  the  institutions  serving  the  socially  handicapped,  38%  have 
educational  facilities  on  the  premises,  most  on  the  elementary 
level  but  a  few  have  middle  and  secondary  programs  as  well. 
The  other  institutions  send  the  youngsters  to  local  public  schools. 
All  the  institutions  for  the  physically  and  mentally  handicapped 
have  ediucational  facilities;  in  general  those  for  the  blind,  deaf, 
orthopedically  handicapped,  and  leprosy-affected  have  middle 
schools,  where  those  for  the  mentally  handicapped  have  primary 
schools.  There  is  an  institution  which  includes  secondary  educa- 
tion for  the  blind,  the  deaf,  and  the  orthopedically  handicapped 
respectively. 

Vocationail  training  is  found  in  45%  of  the  residential  institu- 
tions for  the  socially  handicapped,  while  29%.  of  these  institutions 
provide  it  for  their  youngsters  by  using  outside  facilities,  leaving 
29%,— most  of  them  Children's  Homes  — with  no  services  at 
all  of  this  kind.  The  most  common  trades  taught  are  carpentry, 
weaving,  tailoring,  printing,  blacksmith  work,  and  cane  work; 
nursing,  cooking,  and  domestic  science  are  taught  in  the  girls' 
institutions. 

Similar  types  of  training  are  provided  in  institutions  for  the 
physically  and  mentally  handicapped,  that  is,  in  all  but  two 
(each  of  those  for  the  mentally  and  orthopedically  handicapped). 
Training  for  the  blind  includes  also  training  as  musicians  and 
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physiotherapists,  and  several  agencies  for  the  mentally  handi- 
capped include  other  training  such  as  agriculture  and  envelope 
making. 

In  terms  of  health  services,  all  institutions  for  the  socially 
handicapped  provide  a  periodic  examination  of  their  children. 
About  half  have  infirmaries  on  their  premises,  21^  have  dispen- 
saries, but  29%— again  most  of  them  Children's  Homes  — have 
neither.  About  58%  provide  supplementary  food  for  their 
children  such  as  milk  or  a  special  diet  when  prescribed  by  the 
physician. 

Among  the  institutions  for  the  physically  handicapped,  only 
one  for  the  deaf  has  noi  medical  services  at  all.  Similarly  three 
for  the  mentally  retarded  have  none.  The  agency  for  children 
with  leprosy  and  one  for  the  orthopedically  handicapped,  located 
in  hospitals,  provide  an  entire  range  of  medical  services  to  the 
children. 

Many  community  agencies  provide  an  integrated  program  of 
health  services.    The  following  kinds  of  services  are  available: 

Ante-natal  and  post-natal  services  . .  . .  26% 
Well-baby  clinics  and  mother-child  services  . .  1% 
Both  curative  and  preventive  services  . .       . .  33% 

Most  in  the  third  category  are  Community  Welfare  Centres  where 
child  welfare  is  only  a  secondary  focus.  Child  Guidance  Clinics 
and  School  Social  Work  agencies  do  not  themselves  provide 
medical  services,  but  secure  them  from  other  agencies  when 
necessary. 

Physical  recreation  in  the  form  of  indoor  and  outdoor  sports 
and  physical  education  is  provided  in  all  the  institutions  for  the 
socially,  physically,  and  mentally  handicapped  as  well  as  in  86% 
of  the  community  service  centres.  The  time  allocated  to  such 
activities,  of  course,  varies.  Most  of  the  institutions  for  the  socially 
handicapped  and  the  bHnd  allow  10  hours  a  week,  but  in  Chil- 
dren's Homes  and  in  institutions  for  the  deaf,  mentally  handi- 
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capped,  and  children  with  leprosy  there  may  be  only  two  to  six 
hours  of  such  activity.  Music,  singing,  dancing,  and  dramatics 
are  found  in  all  the  institutions  for  physically  and  mentally 
handicapped  children,  with  music  emphasized  in  agencies  for  the 
blind.  But  only  54%  of  those  for  the  socially  handicapped  have 
such  activities.  Arts  and  cafts  are  also  a  common  feature.  Movies 
are  shown  in  57%  of  the  institutions  for  the  socially  handi- 
capped, about  50%  of  those  for  the  deaf  and  orthopedically 
handicapped,,  in  all  the  agencies  for  the  blind  and  mentally  handi- 
capped, and  in  most  of  the  community  service  agencies.  Debat- 
ing is  found  in  all  institutions  for  the  blind  and  in  40%  of  those 
for  the  socially  handicapped.  The  radio  is  rarely  used  in  any. 
Library  facilities  are  found  in  about  half  of  the  institutions: 
54  %i  of  those  for  the  socially  handicapped,  50%  of  those  for 
the  physically  and  mentally  handicapped,  43%  of  the  community 
service  agencies,  and  all  three  of  those  for  the  blind.  Picnics, 
excursions,  and  other  forms  of  social  recreation  are  provided  by 
all  agencies  except  the  Children's  Homes  and  Fit  Persons'  Insti< 
tutions.    Scouting  has  been  started  in  only  a  few  places. 

Special  services  are  provided  by  the  Counselling  and  Child 
Guidance  agencies.  The  nine  Child  Guidance  Clinics  use  play 
therapy,  individual  psychotherapy,  psychological  testing,  and  case- 
work when  treating  children  with  behavior  problems.  Educa- 
tional testing  and  counselling  are  provided  by  the  four  Vocational 
Guidance  Bureaus.  Casework,  of  course,  is  provided  by  the  School 
Social  Work  Agencies  (28).  For  example,  a  Guidance  Clinic 
and  Service  Centre  is  maintained  by  the  Indian  Society  for  the 
Rehabilitation  of  the  Handicapped,  and  operates  as  a  pilot  project 
in  a  school  in  Bombay.  This  clinic  identifies  children  with  scho- 
lastic, health,  home,  and  social  problems  in  the  city  schools 
through  a  program  of  medical  examinations  and  psychological  and 
vocational  testing.  Since  August  1968  a  full-time  social  worker 
has  been  employed,  who  makes  home  visits,  meets  with  students, 
and  gives  talks  on  health  education  to  the  older  girls  (324). 

When  necessary,  other  special  services  such  as  speech  therapy 
are  obtained  by  these  agencies.  The  services  of  these  clinics  and 
bureaus  are  used  by  about  five  institutions  for  specially  handi- 
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capped  children  and  15  community  service  agencies.  Speech 
therapy  is  available  in  four  institutions  for  the  deaf,  four  for 
bureaus  are  used  by  about  five  institutions  for  socially  handi- 
capped. The  mentally  handicapped  seem  to  be  provided  for 
best  by  special  services  obtained  from  a  variety  of  agencies. 
Specific  religious  and  moral  training  is  mentioned  only  for  the 
institutions  for  the  socially  handicapped. 

It  is  estimated  that  only  about  a  fifth  of  the  institutions  for 
socially  handicapped  children  and  a  third  of  those  for  the  physi- 
cally and  mentally  handicapped  pay  no  attention  to  the  question 
of  the  total  rehabilitation  of  the  child  for  life  outside  the  insti- 
tution. Efforts  toward  rehabilitation  include  such  means  as  work 
placement,  readjustment  to  the  family,  arranging  marriages  in 
institutions  for  girls,  and  arrangements  for  adoption,  foster-care, 
and  placement  in  other  institutions. 

In  all  the  counselling  and  guidance  agencies  and  in  half  those 
for  physically  and  mentally  handicapped  children,  services  for 
parents  have  been  developed,  which  include  involving  them  in 
agency  plans  for  their  cfiiiaren,  individual  counselling,  group  dis- 
cussions, and  inviting  them  to  agency  functions  (2^).  As  a 
recent  example,  the  Maharashtra  State  Branch  of  the  Indian 
Conference  of  Social  Work  organised  a  short-term  orientation 
course  on  the  subject  of  "Understanding  the  Handicapped  Child" 
in  February  1968.  This  course  for  parents  and  others  working 
with  handicapped  children  emphasized  the  causes  of  handicapping 
conditions,  the  social,  psychological,  and  practical  problems  pro- 
duced, the  means  of  rehabilitation,  and  the  role  of  the  social 
worker.  The  five  sessions  of  ten  lectures  were  attended  by  60 
persons  (285). 

The  importance  attached  to  these  special  services,  within  the 
community  setting,  for  parents  of  handicapped  children  is  indi- 
cated by  the  priority  given  to  parent  education  in  Indian  social 
welfare  planning.  It  is  recognized  that  well  trained  field  workers 
play  a  key  role  in  these  developing  programs  and  that  because 
they  often  work  in  remote,  isolated  areas,  they  need  the  stimulus 
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of  refresher  courses,  seminars,  and  conferences,  as  well  pub- 
lished materials.  Though  many  more  books,  pamphlets,  and 
manuals  are  still  needed  by  field  workers  in  the  organization  of 
their  programs,  a  start  has  been  made  by  the  Central  Social 
Welfare  Board  in  issuing  a  monthly  bulletin  directed  to  them 
(41). 

A  new  direction  in  parent  education  was  taken  in  a  recently 
inaugurated  program  of  Family  and  Child  Welfare  aimed  at  the 
total  development  of  the  child  and  focused  on  the  training  of 
young  mothers  regarding  child  care  and  development.  Aided 
by  UNICEF,  this  project  includes  provision  for  the  training  of 
supervisory  and  field  staff  (41).  Other  states  have  developed 
similar  programs  through  Child  Guidance  services,  as  in  the 
case  of  two  Child  Guidance  Clinics  established  in  1956  in  Agra 
and  Varanasi  by  the  Social  Welfare  Department  of  Uttar  Pradesh, 
with  the  purpose  of  providing  guidance  and  counselling  for 
parents  and  teachers  concerned  with  mentally  and  physically 
handicapped  children  (269). 

Much  of  the  progress  in  provisions  for  child  welfare  in  Maha- 
rashtra can  be  attributed,  directly  or  indirectly,  to  the  efforts  of 
the  Maharashtra  State  Women's  Council,  which  has  been  especi- 
ally active  in  work  for  the  welfare  of  women  and  children.  As 
the  culmination  of  their  year-long  Jubilee  programs  in  1967, 
the  Council  held  in  Bombay  an  International  Conference  on 
"Women  and  Social  Change  in  Asia,"  in  collaboration  with  the 
German  Foundation  for  the  Developing  Countries  (341). 

For  the  child  in  the  hospital,  an  important  role  is  assumed  by 
the  social  group  worker.  The  purpose  of  this  worker  is  "to 
help  individuals  by  means  of  guided  group  experience,  to  develop 
and  use  their  capacities  for  personally  satisfying  social  relation- 
ships; to  help  them  to  deal  with  the  problems  presented  by  their 
environment  and  to  use  the  resources  of  this  environment  in  a 
constructive  way."  As  a  member  of  the  social  service  department 
of  the  hospital,  the  worker  cooperates  with  the  physician  to 
help  the  child  adjust  to  the  traumatic  separation  from  family  and 
home,  since  the  child  often  regards  removal  from  his  home  as 
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rejection  by  his  parents,  and  the  hospital  exoerience  —  especially 
if  painful  — as  punishment.  The  media  used  are  arts  and  crafts, 
music,  games,  discussions,  and  dramatics,  especially  the  acting 
out  of  themes  related  to  ilhiess  and  treatment;  in  other  words, 
the  role  seems  to  combine  elements  of  occupational  therapy  and 
psychological  therapy,  with  techniques  akin  to  group  therapy 
and  psychodrama  (419). 

Three  major  non-residential  forms  of  service  provided  for  the 
protection  and  care  of  children  in  India  are  adoption,  foster-care, 
and  sponsorship.  Sponsorship  means  that  financial  aid  is  given 
to  a  family  who  otherwise  might  be  forced  to  put  their  child 
in  an  institution  (285).  The  diversity  of  religions  and  cultural 
subgroups  in  India  presents  complications  in  making  the  most 
efficient  use  of  these  services. 

Institutions  in  general  have  been  preferred  to  foster  care  for 
children  with  serious  handicaps  of  blindness,  deafness,  or  mental 
disturbance,  who  cannot  be  cared  for  in  their  own  home.  But 
foster-care  may  be  increasingly  used,  since  it  is  less  expensive 
than  institutional  care,  is  usually  better  than  that  found'  in  insti- 
tutions, and  in  addition  encourages  the  possibility  of  the  child's 
returning  to  his  family.  Sponsorship  for  handicapped  children 
may  hkewise  increase,  thus  keeping  the  child  within  his  family 
(40). 

An  important  aspect  of  the  development  of  such  services  has 
been  the  steady  emergence  of  protective  legislation  related  tO'  the 
child.  Much  of  the  child-welfare  legislation  is  intended  to  pro- 
tect the  child-worker  from  exploitation.  Children  under  14  years 
of  age  were  estimated  to  number  213,000,000  in  1968,  and  it  was 
predicted  that  this  number  would  increase  to  a  total  of  254,000,000 
by  1976.  About  8%  or  17,000,000  were  employed  in  some  way 
in  1961,  with  an  anticipated  increase  to  between  19,000,000  and 
20,000,000  by  1976  (192). 

The  first  all-India  child-welfare  legislation  was  the  Apprentices 
Act,  1850,  which  applied  to  youth  from  10  to  18  years  of  age. 
Under  this  Act,  both  boys  and  girls  were  bound  as  apprentices 
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if  they  were  convicted  of  petty  offences,  or  if  found  destitute. 
The  Factories  Act,  1881,  forbade  employment  of  children  under 
the  age  of  seven.  The  Factories  (Amendment)  Act,  1891,  defined 
a  person  under  the  age  of  14  as  a  child,  prohibited  child  labour 
under  the  age  of  9,  and  placed  limits  on  the  working  hours  of 
those  9  to  14  years  of  age  (223). 

Protective  legislation  regarding  children  has  also  included 
endorsement  of  international  recommendations  from  the  Inter- 
national Labour  Organisation.  India  has  ratified  the  following 
ILO  conventions: 

Night  Work  of  Young  Persons  (Industry)  Convention, 
1919. 

Minimum  Age  (Trimmers  and  Stokers)  Convention, 
1921. 

Medical  Examination  of  Young  Persons  (Sea)  Conven- 
tion, 1921. 

Night  Work  of  Young  Persons  (Industry)  Convention 

(ReVised).  1948. 
Article  24  of  the  Directive  Principles  of  State  Policy  in  the 
Constitution  of  India  states  that: 

No  child  below  the  age  of  14  years  shall  be  employed  to 
work  in  any  factory  or  mine  or  engaged  in  any  other 
hazardous  employment. 

Free  and  compulsory  education  shall  be  provided  for  all  children 

up  to  the  age  of  14  (190). 

Other  labor  legislation  for  the  protection  of  children  and 
adolescents  includes  the  following  (192): 

1.  The  Children  {Pledging  of  Labour)  Act,  1933.  Parents 
or  guardians  may  not  make  any  written  or  oral  agreements 
to  pledge  the  labor  of  a  child  less  than  15  years  old,  with 
.a  fee  for  this  agreement. 

2.  The  Employment  of  Children  Act,  1938.  This  Act,  and 
its  subsequent  amendments,  seek  to  prevent  exploitation 
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of  children  in  workshops  not  covered  by  factory  legisla- 
tion. No  child  under  15  shall  be  employed  in  occupations 
connected  with  the  railway  transportation  of  passengers, 
goods,  or  mail,  or  with  a  port  authority. 

Those  15  to  17  years  old,  except  for  apprentices,  must  have 
a  rest  interval  of  at  least  12  consecutive  hours  in  a  24-hour 
period,  including  at  least  7  hours  between  10  p.m.  and  7  a.m. 
Children  under  14  may  not  work  in  workshops  connected 
with  bidi-making,  carpet-weaving,  cement-making,  cloth-print- 
ing, dyeing  and  weaving,  match-making,  explosives  and  fire- 
works, mica-cutting  and  splitting,  shellac-making,  soap-making, 
and  tanning  and  wool-cleaning. 

3.  The  Factories  Act,  1948.  Conditions  are  specified  under 
which  young  persons  may  be  employed  to  work  with 
dangerous  machinery.  State  governments  are  empowered 
to  stipulate  maximum  weights  to  be  carried  or  lifted  by 
men,  women,  or  children.  No  child  under  14  is  to  work 
in  any  factory.  Children  are  to  have  medical  examinations 
before  employment  and  periodically  thereafter.  No  child 
shall  work  more  than  4^  hours  a  day.  Night  employment 
of  children  and  adolescents  under  17  is  forbidden.  (Adoles- 
cents are  defined  as  15  to  18  years  of  age.)  The  factory 
manager  must  keep  a  register  of  child  workers,  with 
information  concerning  the  nature  of  his  work,  etc.  The 
child  worker  is  to  have  a  weekly  day  of  rest,  and  after 
working  at  least  240  days  in  a  calendar  year  is  entitled 
for  leave  with  pay  at  the  rate  of  one  day  for  every  15 
work  days. 

4.  The  Minimum  Wages  Act,  1948.  Minimum  wage  scales 
for  regular  and  overtime  work  are  specified  for  all  persons 
in  different  occupations  and  localities. 

5.  The  Plantations  Labour  Act,  1951.  No  child  under  12 
may  work  on  plantations.  Those  12  to  18  years  of  age 
must  be  certified  as  fit  for  work  by  an  appointed  certifying 
surgeon.  Weekly  hours  are  fixed  at  40,  with  no  work  bet- 
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ween  7  p.m.  and  6  a.m.  Every  child  worker  is  to  have 
leave  with  pay  at  the  rate  of  one  day  for  each  15  days 
of  work. 

6.  The  Mines  Act,  1952.  The  minimum  age  for  employ- 
ment in  mines  is  15,  and  no  adolescent  may  work  in 
any  underground  part  of  a  mine  unless  he  is  16  and 
officially  certified  to  be  capable  of  work  as  an  adult. 

7.  The  Indian  Merchant  Shipping  Act,  1958.  Employment 
in  merchant  shipping  is  banned  for  children  under  15, 
with  certain  exceptions,  and  in  general  adolescents  are 
not  to  work  as  trimmers  and  stokers. 

8.  The  Motor  Transport  Workers  Act,  1961.  Employment  of 
children  in  motor  transport  industries  is  forbidden. 
Adolescent  workers  are  to  have  a  certificate  of  fitness, 
and  are  not  to  work  more  than  6  hours  a  day,  including 
a  rest  period,  and  shall  not  work  between  10  p.m.  and  6  a.m. 

9.  The  Shops  and  Commercial  Establishments  Acts.  These 
contain  special  provisions  governing  child  labor  in  various 
states.  Five  states  specify  a  minimum  working  age  of  14, 
and  the  rest  12.  No  young  person  is  to  work  between 
7  p.m.  and  6  a.m.  The  maximum  hours  of  work  vary 
from  3  to  7  per  day  in  different  states,  with  rest  periods 
varying  from  half  an  hour  to  3  or  4  hours. 

State  legislation  affecting  child  welfare  includes  the  Madras 
Children's  Act  IV  of  1920  and  the  Bombay  Children's  Act 
of  1924,  which  specified  minimum  requirements  for  the  treatment 
of  children  apprehended  under  these  acts.  These  were  followed 
by  an  improved  and  enlarged  version  of  the  Bombay  Act  in 
1948.  the  Punjab  Children's  Act  of  1949,  Uttar  Pradesh  Children's 
Act  of  1951,  Saurashtra  Children's  Act  of  1954,  and  the  Saurash- 
tra  Women  and  Children's  Institutions  Licensing  Act  of  1955. 
This  last  Act  established  for  the  first  time  minimum  standards 
for  women's  and  children's  institutions,  and  provided  machinery 
for  supervision  and  inspection. 
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Significant  legislation  from  the  central  government  has  been 
the  Women  and  Children's  Institutions  Licensing  Act  of  1956, 
the  Children's  Act  of  1960,  and  the  Orphanages  and  Other  Chari- 
table Institutions  (Supervision  and  Control)  Act  of  1960.  These 
Acts  have  since  been  adopted  by  several  state  and  territorial 
governments.  The  Suppression  of  Immoral  Traffic  in  Women  and 
Girls  Act  of  1958  made  licensing  of  protective  homes  compulsory 
for  women  who  need  this  protection,  specified  the  procedure 
governing  admission  and  follow-up,  diet  and  clothing,  medical 
examinations  and  treatment,  and  mandated  educational  and 
vocational  training  for  the  immates.  Related  legislation  includes 
the  Probation  of  Offenders  Act  of  1958  and  the  Bombay  Child- 
ren's (Management  of  Remand  Homes  maintained  by  District 
Association)  Rules  of  1958  (142). 

Implementation  of  such  standards  and  laws  has  been  hindered 
by  a  lack  of  technical  skills  and  knowledge.  To  meet  this  need, 
a  counselling  service  has  recently  been  introduced  to  enable 
social  agencies  to  use  their  resources  efficiently  and  to  help  grant- 
making  organizations  to  make  their  programs  more  meaningful 
(142). 

An  important  initial  measure  in  providing  child  welfare  ser- 
vices has  been  an  attempt  in  some  areas  to  determine  the  nature 
of  the  problem  and  the  kinds  of  services  required.*  A  health 
survey  of  the  Surat  Branch  of  the  All  India  Women's  Conference 
obtained  information  about  all  kinds  of  children's  problems, 
including  physical  handicaps,  as  a  basis  for  deciding  the  facihties 
needed  (435).  There  was  an  annual  death  rate  among  children 
under  one  year  of  age  of  126  per  1,000  in  the  area  investigated. 
A  Child  Welfare  Centre  was  established  by  the  Conference  in 
1954,  and  the  survey  undertaken  in  1956,  with  medical  examina- 
tions of  children  under  five  in  the  Sagrampura  Ward.  A  team  of 
volunteers  went  from  house  to  house  for  interviews  and  collection 


♦Information  oonceming  welfare  needs  and  services  now  accumulates 
thrloiugh  the  orgianization  of  meetings  such  as  the  one  organized  by  the 
Maharaishtra  State  Branch  of  the  Indian  Conference  of  Social  Work, 
held  in  Bombay  in  late  March  and  early  April,  1967;  the  them©  of  the 
conferencb  was  "Progress  of  Child  Wielfare  Services  in  Maharashtra." 
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of  data.  Better  cooperation  was  obtained  from  middle-class  families 
than  from  lower-class  ones.  A  total  of  1,712  data  forms  was 
completed  in  one  month's  time,  following  which  arrangements 
were  made  for  a  medical  examination  of  the  cases  by  establishing 
five  centers  (four  in  dispensaries  and  one  in  a  school)  where 
doctors  volunteered  to  examine  children  on  Sundays.  Examina- 
tions were  arranged  for  1,350  out  of  the  1,712  children,  which 
revealed  the  following  health  statistics: 

17.2%  of  the  children  were  completely  healthy. 

83.0'%  had  at  least  one  disease. 

47.4%  had  worms. 

39.7%  had  diarrhea  and  dysentery. 

25.3%  had  rickets. 

13.3%  were  not  vaccinated. 

25.8%  had  infected  tonsils. 

The  342  cases  of  rickets  urgently  needed  attention  because  of 
the  possibility  of  developing  deformities  later.  There  were  13 
cases  not  fully  diagnosed  which  may  have  been  infantile  paralysis 
or  cerebral  palsy. 

Preventive  measures  for  dealing  with  handicapping  conditions 
have  been  improved  since  independence  was  achieved.  The 
maternal  mortality  rate  in  India  in  1955  was  10  per  1,000  com- 
pared with  0.64  per  1,000  in  the  United  Kingdom  and  0.47  in 
the  U.S.A.  Although  voluntary  groups  like  the  Red  Cross  had 
been  concerned  about  mother  and  child  welfare  as  early  as  1920, 
it  was  not  till  1947  that  the  government  set  up  the  Bhore  Com- 
mittee that  worked  out  a  plan  for  primary  health  centers. 
Maternal  and  child  welfare  service  organizations  began  to  appear, 
such  as  the  Indian  Council  for  Child  Welfare  estabUshed  in 
New  Delhi  in  1952,  and  the  Child  Health  and  Care  Association 
the  following  year.  The  Kasturba  Gandhi  National  Memorial 
Fund  has  been  concerned  with  the  training  of  nurses  and  mid- 
wives  and  the  welfare  of  women  and  children  especially  in  rural 
areas.  The  Skippo  Village  Mobile  Vans  of  the  All  India  Women's 
Conference,  staffed  by  a  physician  and  a  nurse,  give  free  medical 
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treatment  in  their  daily  trips  to  remote  parts  of  the  country. 
International  agencies  such  as  WHO  and  UNICEF  have  also 
aided  materially.  The  number  of  maternal  and  child  health  centers 
increased  from  1,651  in  1952  to  4,500  in  1961,  with  successive 
Five  Year  Plans  allotting  increasing  amounts  of  money  for  such 
centers.  Improved  services  of  this  kind  are  expected  to  reduce 
the  incidence  of  crippling  at  birth-  Unfortunately  the  high  rate 
of  illiteracy  among  women  makes  education  in  good  prenatal 
and  postnatal  practices  very  difficult.  Better  trained  obstetrical 
personnel  and  modern  equipment  should  reduce  infant  mortality, 
since  half  the  deaths  in  India  occur  among  children  less  than 
ten  years  of  age,  and  half  of  these  deaths  among  children  within 
the  first  year  of  life  (27). 

The  infant  mortality  rate  in  India  was  reduced  from  154  in 
1955  to  126  in  1965.  The  infant  mortality  rate  in  Maharashtra 
State  is  now  90  per  1,000  live  births,  with  a  larger'  rural  rate  —  94 
versus  an  86  rate  for  urban  areas  (85.6  in  Greater  Bombay). 
The  maternal  mortality  rate  is  3.6  per  1,000  live  births  in  the 
state,  but  only  1.0  per  1,000  live  bkths  in  Greater  Bombay. 

Before  1955  the  maternal  and  child  welfare  services  were 
provided  by  a  variety  of  public  and  private  agencies,  each  work- 
ing independently  and  being  responsible  to  no  other  group. 
This  led  to  much  overlapping  of  services,  lack  of  cooperation 
and  coordination,  and  lack  of  standardization  in  the  programs 
provided.  In  1955  the  slate  government  in  Bombay  established 
a  Maternity  and  Child  Welfare  Bureau  with  headquarters  at 
Poona,  and  undertook  a  maternity  and  child  welfare  project 
in  Bombay  and  Nagpur,  collaborating  with  the  central  govern- 
ment, WHO,  and  UNICEF.  This  work  in  rural  areas  is  now 
integHated  with  the  work  of  the  primary  health  centers  and 
public  health  units  (27). 

In  1961  there  were  615  of  these  Maternity  and  Infant  Welfare 
Centres  in  Maharashtra  State  —  392  in  rural  areas  and  223  in 
urban  areas.  Of  course,  364  were  run  by  the  state  government, 
133  by  municipal  authorities,  and  118  by  other  agencies.  In 
addition  there  are  many  proprietary  maternity  centers.  Prenatal, 
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postnatal,  and  infant  care  are  provided  by  nurses,  midwives, 
public  health  nurses,  health  visitors,  and  other  trained  personnel. 
Nurses  and  midwives  are  trained  in  the  maternity  institution  itself. 
Health  visitors  have  one  training  school  at  Nagpur.  In  Greater 
Bombay  the  municipality  has  provided  maternity  and  child 
welfare  services  through  20  Municipal  Maternity  Homes  and 
28  Maternity  and  Child  Welfare  Centres  (as  of  1964).  Such 
centers  benefit  from  UNICEF  distribution  of  powdered  milk, 
especially  in  mral  areas.  Smaller  units  are  needed,  with  more 
and  better  trained  staff,  adequate  record-keeping,  and  govern- 
ment supervision  (27). 

Cooperative  pubUc  and  private  efforts  have  resulted  in  a 
steady  increase  in  the  number  of  creches,  day-care  centers,  milk 
distribution  centers,  midday  meal  centers,  nursery  schools,  child 
guidance  clinics,  children's  libraries,  and  playgrounds.  Special 
progi-ams  for  handicapped,  destitute,  neglected,  and  predelin- 
quent and  delinquent  youngsters  have  been  started  by  organiza- 
tions such  as  the  Central  Social  Welfare  Board,  the  Indian  Council 
for  Child  Welfare,  and  the  Indian  Conference  of  Social  Work. 
About  6,000  voluntary  organizations  have  received  financial  aid 
from  the  central  and  state  social  welfare  boards  for  these 
programs  (192). 

The  1967  Family  and  Child  Welfare  program  included  (1) 
provision  of  integrated  social  welfare  services  for  children  in 
villages,  especially  pra-school  children;  (2)  provision  of  basic 
training  for  girls  and  women  in  domestic,  health,  and  child  care 
activities;  and  (3)  promotion  of  cultural,  educational,  and  recrea- 
tional activities  for  women  and  children  (192). 

Pre-primary  centers  with  educational  programs  for  mothers  are 
becoming  more  numerous.  Of  the  95,000,000  children  under  six 
years  of  age,  2,500,000  or  about  3%  are  now  attending  some 
type  of  pre-school  center  such  as  a  creche,  day  nursery,  kinder- 
garten, or  nursery  school  providing  either  part-time  or  full-time 
care  and  education.  Most  of  the  centers  are  found  in  large  cities, 
but  since  the  organization  of  the  Central  Social  Welfare  Board 
in  1953  they  are  being  established  in  rural  areas  as  well. 
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In  Maharashtra  State,  with  its  40,000,000  people  of  whom 
5,0(X),000  are  children  five  years  old  or  younger,  there  were  in 
1964,  500  officially  recognized  and  aided  pre-primary  institutions 
serving  34,298  children.  The  percentages  of  each  age  group  (in 
the  child  and  adolescent  age  range)  enrolled  in  school  at  that 
lime  was: 


Age  Group 

Enrolment 

Percentage  of 

Total  Age  Group 

Pre-primary  (  0-6  ) 

34,298 

3.7% 

Primary      (  6-11) 

4,631,419 

56.1% 

Secondary  (11-14) 

1.100,649 

53.7% 

The  figures  cited  for  pre-primary  attendance  apply  only  to  officially 
recognized  programs.  There  are  others  which  may  or  may  not 
meet  minimum  standards:  (1)  those  for  children  from  rich 
families,  and  (2)  those  for  children  of  working  mothers  who 
live  in  nuclear  families  and  cannot  afford  domestic  help  to 
care  for  the  children  during  the  mother's  absence. 

The  government  pays  only  11%  of  the  cost  in  the  pre-primary 
school  as  compared  with  69.4%  and  61.3%  for  primary  and 
secondary  education  in  Maharashtra  State.  Most  of  the  500 
pre-primary  programs  use  Marathi  as  the  medium  of  instruction. 
Pre-primary  schools  for  children  from  the  so-called  "backward" 
(underprivileged)  classes,  the  "scheduled  castes,"  and  "scheduled 
tribes"  are  financed  under  special  regulations.  Also  provided  for 
the  "backward"  peoples  are  the  Samskar  Kendras,  a  kind  of 
health  and  recreation  or  social-education  center  for  women,  who 
are  usually  accompanied  by  their  young  children.  The  women 
are  usually  taught  crafts  related  to  their  interests  and  to  the  sales 
possibiUties  for  the  products.  A  total  of  122  Balwadis  (day-care 
centers)  and  85  Samskar  Kendras  serve  over  7,200  children  from 
these  Maharashtra  tribes  and  castes.  In  either  kind  of  center,  a 
teacher  and  an  assistant  are  usually  provided.  There  is  a  special 
training  course  of  eleven  months'  duration  for  the  Balwadi  teacher 
in  health  and  nutrition,  pre-school  education,  recreation,  adminis- 
tration, and  social  services;  109  were  trained  between  1964  and 
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1967.  Another  experimental  program  with  a  rural  emphasis  is 
under  way. 

Pre-primary  programs  are  often  related  to  medical  and  health 
services.  The  Bombay  Mother  and  Children's  Welfare  Society 
operates  maternity  and  child  welfare  units,  four  in  Bombay  and 
ten  in  rural  areas.  The  services  include  distribution  of  milk  and 
other  dietary  supplements,  the  training  of  midwives,  provision 
of  health  visitors,  and  mobile  dispensaries.  One  center  in  Bombay 
makes  special  provisions  for  children  up  to  six  years  of  age, 
with  a  creche,  a  nursery  school,  and  leisure-time  activities  for 
children  attending  school.  The  Maharashtra  State  Council  for 
Child  Welfare  has  undertaken  a  comprehensive  program  of  child 
welfarie  in  cooperation  with  some  rural  agencies,  focusing  on 
medical  check-ups,  vaccinations,  and  other  health  services.  Some 
district  councils  and  voluntary  groups  are  also  making  pre- 
primary  provisions. 

Facilities  and  services  are  criticized  as  being  too  scattered  and 
uncoordinated,  and  providing  little  uniformity  or  continuity,  some 
stressing  basic  education  at  the  expense  of  the  nutritional  and 
health  aspects  of  child  services,  and  others  doing  the  opposite. 
Also  the  wisdom  of  these  recent  efforts  to  provide  nursery 
education  for  all  children  2^  years  old  is  questioned  in  view  of 
the  pressing  need  for  other  services.  Preventive  welfare  programs 
of  a  social  and  psychological  nature  may  be  more  important  (63), 
such  as  a  broad  program  of  parent  education  in  association  with 
the  medical  services  provided  by  maternity  and  child  welfare 
centers  (85).  Adequate  prenatal  and  postnatal  care  are  extremely 
important,  involving  a  total  of  26,000,000  expectant  and  nursing 
mothers,  32,000,000  children  one  year  of  age  or  under,  and 
63,000,000  children  one  to  six  years  of  age,  not  to  mention 
the  79,000,000  children  six  to  eleven  years  of  age  who  are  less 
vulnerable  but  who  would  benefit  from  a  continuous  program 
of  postnatal  care  (76). 

Social  workers  will  have  an  increasingly  significant  role  to 
play  in  all  welfare  services.  Considerable  progress  has  been  made 
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in  recent  years  in  improving  the  quality  of  their  training  and 
increasing  the  numbers  trained  (409). 

Interest  in  the  field  of  social  work  as  an  appropriate  career 
for  women  may  be  enhanced  by  the  example  of  Mrs.  Neera 
Dogra,  a  pioneering  social  worker  from  a  prominent  family 
in  the  state  of  Assam,  who  was  recently  appointed  Chairman  of 
the  Central  Social  Welfare  Board  in  the  Government  of  India. 
Her  mother,  as  a  result  of  the  influence  of  Mahatma  Gandhi, 
helped  to  form  women's  organizations  which  eventually  pro- 
vided the  nuclei  for  organized  welfare  work  for  women  and 
children  in  the  state  of  Assam.  The  daughter,  herself  influenced 
by  the  work  of  the  famous  Italian  Dr.  Montessori  with  whom 
she  studied  after  completing  a  university  education,  entered  the 
fields  of  education  and  social  work,  finally  becoming  the  Chairman 
of  the  first  State  Social  Welfare  Advisory  Board  in  Assam  (309). 

Formal  social-work  training  at  first  consisted  in  the  1920's 
of  brief  courses  offered  by  voluntary  welfare  organizations.  The 
Social  Service  League  of  Bombay  was  the  first  group  to  start 
short  courses  for  persons  offering  voluntary  social-work  ser- 
vices, an  example  soon  followed  by  other  groups.  In  the  late 
1940fs  the  University  Settlement  in  Mysore  began  to  provide 
training  courses  for  its  own  employees,  the  Children's  Aid  Society 
initiated  study  groups  for  its  voluntary  probation  staff,  and  the 
Nagpada  Neighbourhood  House  of  Bombay  conducted  a  one 
month  training  course  for  its  own  workers  plus  a  few  other 
students  (409). 

While  these  courses  did  serve  a  useful  function,  they  suffered 
the  limitation  of  having  rather  elementary,  narrowly  focused 
content  that  provided  little  understanding  of  social-work  methods 
and  techniques  and  of  the  social  sciences  as  related  to  this  field. 
Also  they  usually  lacked  a  full-time  instructional  staff  and  well 
defined  curricula. 

Professional  education  for  social  work  originated  in  1936 
with  the  establishment  of  the  Sir  Dorabji  Tata  Graduate  School 
of  Social  Work,  Bombay,  which  is  now  known  as  the  Tata  Institute 
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of  Social  Sciences.  The  program  now  offered  differed  considerably 
from  the  earlier  ventures,  being  patterned  after  social-work 
education  in  the  U.S.A.  This  emphasis  was  due  to  the  fact 
that  the  first  director  was  an  American,  and  also  the  fact  that 
at  that  time  the  most  serious  efforts  in  social- work  training 
were  being  made  in  the  U.S.A.  It  had  been  recognized  long 
before  this  in  India  that  more  adequate  training  Vv'as  needed  for 
social  workers,  and  the  American  progrsims  simply  provided 
influential  examples  of  appropriate  orientation  and  subject  matter 
for  such  training.  This  new  program  was  a  two-year  course 
leading  to  a  Diploma  in  Social  Service  Administration,  and 
avoided  any  university  affiliation  so  that  freedom  to  experiment 
would  be  assured  (409). 

For  ten  years  from  1936  to  1946,  no  other  institution  provided 
professional  training  of  this  kind,  but  after  India  achieved 
independence  a  rapid  development  of  such  programs  occurred, 
until  at  present  there  are  21  programs  with  full-time  two-year 
post-graduate  courses  for  a  total  of  700  students  annually,  lead- 
ing to  a  university  degree  in  social  work  at  the  master's  level  oi 
a  diploma  of  similar  level.  In  addition  other  institutions  offer 
shorter  courses  of  varying  types  which  are  related  to  social  work. 

While  minor  variations  in  content  and  organization  are  found 
among  the  two-year  programs,  their  curricula  are  fundamentally 
similar  in  emphasizing  theory,  field  work,  and  research.  Theore- 
tical work  covers  background  subjects  in  the  social  sciences,  and 
field  work  stresses  social-work  theory  and  methodology.  Most 
schools  also  offer  the  opportunity  to  specialize  in  some  particular 
branch  of  social  work,  such  as  labor  welfare  and  personnel 
management,  rural  welfare,  medical  and  psychiatric  social  work, 
criminology  and  correctional  services,  family  and  child  welfare, 
institutional  and  after-care  services,  tribal  welfare,  social  research, 
and  urban  community  development.  Thus  the  basic  offerings, 
while  modeled  after  American  courses,  allow  modification  to  meet 
[ndian  needs.  There  is  increasing  realization  that  foreign  litera- 
ture is  not  sufficient  for  this  purpose,  and  that  India  must  develop 
pertinent  materials  of  her  own  for  student  use.  Field  work  is 
arranged  concurrently  with  classroom  work,  in  blocks  of  time 
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alternating  with  classroom  work,  or  as  a  combination  of  these 
two  methods.  It  may  consist  primarily  of  observation  and  inter- 
views with  agency  personnel,  or  it  may  involve  actual  participa- 
tion in  agency  functions  (409). 

A  continuing  problem  is  the  provision  of  an  adequate  variety 
of  field-work  experience.  Some  agencies  are  still  in  the  hands 
of  untrained  personnel  who  operate  in  traditional  ways,  and 
who  may  fail  to  understand  the  real  purpose  of  field  work.  Agency 
practices  thus  often  lag  behind  those  taught  in  the  classroom. 
Sometimes  limited  student  participation  results  when  the  program 
of  the  agency  itself  is  limited,  or  when  supervisors  regard  the 
students  as  aids  rather  than  as  persons  in  training.  Inadequate 
supervision  may  likewise  result  from  lack  of  qualifications  or  lack 
of  time  on  the  part  of  agency  personnel.  This  field  work  leads 
eventually  to  a  dissertation  or  research  project  as  a  final  part  of 
the  degree  requirements.  Group  projects  involving  the  coopera- 
tion of  several  students  are  increasingly  common  (409). 

Although  long  period  of  training  and  practical  experience  are 
now  recognized  as  necessary  for  the  professional  social  worker, 
there  continues  to  be  a  need  for  the  more  limited  short-term 
courses.  Most  volunteer  social  workers  cannot  be  expected  to 
go  through  the  longer  professional  program.  For  this  reason 
the  State  Women's  Council  in  Maharashtra  organized  in  1959  a 
three-month  training  course,  enrolling  40  trainees.  The  first  two 
months  were  devoted  to  lectures  on  topics  such  as  the  historical 
growth  of  social  work  in  India,  social  problems  and  programs, 
techniques  of  social  work,  social  legislation,  and  program  plan- 
ning on  the  community  and  agency  levels.  The  third  month 
was  devoted  to  institutional  visits  and  seminars  (271). 

Other  hmited  programs  of  training  and  guidance  are  being 
provided  as  part  of  the  family  and  welfare  programs  developing 
through  the  cooperation  of  the  Central  Social  Welfare  Board,  the 
State  Social  Welfare  Advisory  Boards,  the  state  governments, 
voluntary  organizations,  and  international  organizations  such  as 
UNICEF.  Among  the  projects  which  have  been  organized  are 
training  programs  for  welfare  workers  at  all  levels,  such  as  a 
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special  training  course  undertaken  by  the  Delhi  School  of  Social 
Work  and  sponsored  by  the  Central  Social  Welfare  Board  in 
New  Delhi.  To  this  course  were  summoned  Welfare  Officers 
and  Inspectors  of  the  Social  Welfare  Advisory  Boards  of  the 
various  states  as  well  as  instructors  from  three  training  centers 
for  social  workers.  The  Central  Social  Welfare  Board  also  pro- 
vides field  guidance  to  Child  Welfare  Workers  by  means  of  special 
monthly  supplements  to  its  publications  —  Social  Welfare  in 
Enghsh  and  Samaj  Kalyan  in  Hindi  (491).  Another  program 
for  child  welfare  workers  was  conducted  in  February  1969  by 
the  Central  Institute  of  Research  and  Training  in  Public  Coopera- 
tion; this  ten-day  orientation  course  was  attended  by  35  persons 
from  various  parts  of  India  (83). 

Social-work  educators  feel  that  an  important  development  for 
improving  training  programs  in  the  future  will  be  the  establish- 
ment of  a  permanent  national  body  composed  of  representatives 
of  government,  voluntary  organizations,  related  professions,  and 
schools  of  social  work  to  study  the  problems  of  social-work  edu- 
cation and  to  suggest  ways  of  expanding  its  usefulness  (409). 

In  spite  of  ambitious  earlier  plans  for  a  nucleus  of  trained 
personnel  in  the  central  and  state  offices  of  the  Indian  Council 
of  Social  Welfare  (formerly  known  as  Indian  Conference 
of  Social  Work)  tOi  serve  as  a  clearinghouse  for  information,  there 
is  still  no  such  centering  of  expert  consultative  services.  Although 
funds  for  social-welfare  purposes  have  been  increasing,  they 
have  at  times  been  used  for  hastily  conceived  and  impractical 
projects  initiated  by  persons  with  limited  experience  in  the  areas 
concerned.  Small-scale  pilot  projects  may  be  more  valuable  than 
more  ambitious  far-reaching  efforts.  Social- welfare  organizations 
need  to  undertake  a  great  deal  of  patient  and  detailed  research 
and  to  have  wider  experience  in  applying  various  techniques 
under  the  diverse  conditions  represented  in  the  complex  Indian 
culture  before  they  can  be  of  real  help  in  broader  social  deve- 
lopmental planning  (63). 

Adequate  financing  of  welfare  programs  continues  to  be  a 
problem.  Some  welfare  experts  have  urged  that  additional  funds 
be  raised  by  means  of  a  national  lottery  or  a  2%  Child  Welfare 
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surcharge  on  corporation  taxes,  income  taxes,  gift  taxes,  and 
property  taxes.  Others  suggest  the  allocation  of  10%  of  all 
funds  collected  by  voluntary  religious  organizations  for  child 
welfare.  Private  philanthropy  may  decrease  because  of  high 
taxes  and  rising  living  costs  (76). 

But  planning  child-welfare  services  in  a  country  like  India 
where  the  average  per  capita  income  is  only  25  to  30  rupees  a 
month  must  obviously  start  with  the  problem  of  family  planning 
(63).  Programs  of  population  control  may  include  raising  the 
marriage  age,  possibly  to  23  for  girls  and  25  for  boys,  besides 
legalizing  abortion  and  providing  a  variety  of  birth  control  ser- 
vices (76). 

Major  needs  for  child  welfare  programs  in  India  are: 

(1)  a  Mental  Deficiency  Act; 

(2)  an  All  India  Act  along  the  lines  of  the  Bombay  Children's 
Act; 

(3)  diabetic  centers  or  schools  for  diabetic  children; 

(4)  schools  for  children  with  leprosy; 

(5)  many  more  schools  for  all  categories  of  handicapped 
children; 

(6)  sheltered  workshops  for  older  handicapped  children; 

(7)  smaller  Homes  and  some  probation  hotels; 

(8)  a  better  foster-care  program; 

(9)  diagnostic  centers  and  homes  for  placement  of  emo- 
tionally disturbed  children  (223). 

A  basic  need  is  for  more  effective  centralization  of  services, 
since  at  present  they  are  divided  among  various  ministries  and 
departments,  with  the  result  that  many  of  these  functions  over- 
lap (41).  A  recent  development  which  may  facilitate  the  func- 
tioning of  central  government  agencies  in  the  development  of 
child  welfare  programs  is  the  fact  that  the  Central  Social  Welfare 
Board  has  now  been  reorganized  and  registered  as  a  Company 
under  Section  25  of  the  Charitable  Companies  Act,  with  an  auto- 
nomous status  that  provides  greater  flexibility  in  working  out  its 
arrangements  with  state  governments  and  state  Social  Welfare 
Advisory  Boards.  This  new  status  also  makes  possible  the  tap- 
ping of  other  financial  sources  in  addition  to  the  funds  budgeted 
by  the  central  government  (67). 
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Chapter  3 


THE  EDUCATIONAL  SERVICES 

Special  education  refers  to  all  the  special  provisions  made  to 
enable  handicapped  children  to  acquire  an  education,  whether 
in  the  home,  hospital,  regular  school,  or  special  school.  The 
problems  faced  in  making  these  special  provisions  must  be 
considered  v^^ithin  the  context  of  general  education  for  all  children. 
Since  special  education  with  its  requirements  for  services,  faci- 
lities, equipment,  and  specially  trained  teachers  is  more  expen- 
sive on  a  per-pupil  basis  than  general  education,  policy-makers 
and  administrators  give  a  higher  priority  to  education  of  norma] 
children;  in  this  way  limited  resources  can  provide  services  for 
a  larger  number  of  individuals.  This  is  particularly  true  to  India 
where  there  are  still  so  many  normal  children  whose  educational 
opportunities  are  limited  or  non-existent. 

Education  in  India  has  all  the  problems  common  to  developing 
countries  as  well  as  some  that  are  almost  unique.  These  include 
India's  recent  emergence  as  an  independent  nation;  the  need  for 
progress  achieved  without  too  much  disruption  of  old  patterns  of 
life;  social  inequalities  as  epitomized  by  caste  systems;  the  low 
status  of  women;  population  growth  so  rapid  that  it  tends  to  outstrip 
resources  even  though  the  latter  are  growing;  a  shortage  of 
capital;  and  general  poverty,  ignorance,  and  superstition.  There 
are  also  the  problems  presented  by  geography  and  climate,  by 
food  habits  associated  with  religious  beliefs,  by  multiple  languages, 
by  traditional  concepts  of  the  nature  and  purpose  of  education, 
and  by  concern  about  the  present  role  and  future  status  of  the 
country  as  an  international  power  (216). 
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India  is  a  multilingual  country  with  a  total  of  more  than  2(X) 
languages  of  which  14  are  major  regional  languages.  ITic  Dravi- 
dian  languages  of  the  South  are  markedly  different  from  the 
Sanskrit  languages  of  the  North,  although  in  one  form  or  another 
nearly  half  the  Indians  can  understand  the  languages  of  the 
northern  group.  Hindi  and  Urdu  are  so  closely  related  that 
during  the  British  administration  a  blend  of  them  called 
Hindustani  became  current,  and  Gandhi  recommended  that  this 
colloquial  form  be  emphasized.  Nevertheless  Hindi  has  been 
made  the  offidal  language  of  India,  even  though  this  decision 
has  not  been  fully  accepted,  particularly  in  the  South  (216). 

English  has  continued  to  be  widely  used  on  the  university  level, 
partly  because  of  past  practice  and  partly  because  of  the  greater 
supply  of  textbooks  and  publications  in  English.  It  is  still  uncer- 
tain whether  Enghsh,  Hindi,  or  regional  languages  will  be 
emphasized  in  higher  education  in  the  future.  It  is  therefore  not 
uncommon  for  a  youngster  even  before  he  reaches  college  to 
have  studied  four  or  five  languages:  his  local  tongue,  a  regional 
language,  Hindi,  English,  and  perhaps  even  another  modern 
language  used  in  his  area  or  an  ancient  language  identified  with 
certain  scriptures  such  as  Sanskrit,  Arabic,  or  Persian  (216). 
This  situation  presents  special  problems  for  students  with  sensory 
handicaps,  who  have  difficulty  in  mastering  just  one  language; 
proficiency  even  in  Hindi  is  usually  quite  limited  in  their  case. 
Therefore  they  seldom  go  on  to  the  university,  where  three 
languages  may  be  needed  (370). 

Another  major  problem  is  inadequate  nourishment,  which  may 
also  prevent  the  youngster  from  gaining  full  benefit  from  those 
educational  opportunities  that  are  available  for  him.  The  children 
from  birth  to  16  years  of  age  constitute  about  40%  of  the  total 
population,  and  more  than  70%  of  them  are  said  to  go  to  bed 
hungry  every  night.  Although  Indian  authorities  claim  that 
about  90%  of  the  boys  attend  school,  the  advantage  of  such 
attendance  may  be  limited  by  nutritional  deficiencies  which  stunt 
the  child's  physical  and  mental  growth.  This  may  account  in 
part  for  the  dropout  rate,  since  half  the  children  who  enter 
Class  I  drop  out  before  completing  Qass  V,  while  barely  34% 
complete  Class  VII  (76). 
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Education,  for  either  ablebodied  or  handicapped  childen, 
is  generally  much  more  limited  in  tribal  life  than  in  the  life  of 
settled  a)mmunities.  Only  10%  of  the  so-called  "Scheduled 
Castes"  are  literate  compared  with  24%  of  the  general  popula- 
tion, though  the  percentage  varies  considerably  from  one  state 
to  another,  with  a  high  point  of  32%  in  the  state  of  Delhi. 
Improvement  in  educational  opportunities  is  occurring,  as  indi- 
cated by  the  fact  that  the  percentage  of  "untouchable"  children 
enrolled  in  primary  school  has  risen  more  rapidly  than  for  other 
children.  At  the  same  time,  their  enrolment  in  secondary  and 
higher  education  remains  low  (58).  Fortunately  schools  are  multi- 
plying, and  in  the  case  of  nomadic  groups  residential  schools 
aj*e  being  organized,  plus  hostel  accommodations  for  youth  attend- 
ing secondary  schools  in  larger  population  centers.  The  alloca- 
tion of  a  given  number  of  admissions  for  tribal  children  in  various 
colleges  and  institutes  has  also  helped  to  increase  the  total 
receiving  such  education  and  training.  For  example,  in  the 
Arts,  Science,  Engineering,  and  Polytechnic  Colleges  20i%  of 
the  places  axe  reserved  for  Backward  Qasses  students,  in  Indus- 
trial Training  Institutes  5%  are  reserved,  and  in  medical  and 
agricultural  colleges  15%. 

The  actual  figures  for  a  functional  literacy  are  undoubtedly 
far  lower  than  the  reported  figures  for  literacy.  Data  on  literacy 
are  difficult  to  interpret  for  a  variety  of  reasons.  Definitions  of 
literacy  are  usually  vague,  and  so  persons  with  a  minimal  ability 
to  read  and  write  may  be  called  literate  even  though  they  may 
be  unable  to  use  these  limited  skills  in  any  practical  situation. 
Even  when  a  specific  definition  of  literacy  is  given  to  census- 
takers,  these  persons  may  not  really  understand  the  definition 
or  apply  it  uniformly  throughout  the  country.  Furthermore,  in  a 
multilingual  country  like  India  functional  literacy  may  necessarily 
mean,  abiUty  to  read  and  write  more  than  one  language,  such  as 
the  official  language  of  Hindi  and  the  local  language.  Also 
those  who  are  barely  literate  often  lapse  back  into  illiteracy 
because  they  have  nothing  to  read  and  no  paper  on  which  to 
write  (281). 

Although  official  Indian  figures  indicate  that  school  enrolment 
hks  increased  twice  as  fast  as  the  increase  in  the  age  group  of 
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5  to  14  years,  such  figures  are  open  to  question.  A  child  listed 
as  enrolled  in  school  does  not  necessarily  attend  school  the  entire 
year;  though  registered,  children  may  have  attended  school  only 
briefly  or  irregularly  or  perhaps  not  at  all.  The  desire  on  the 
part  of  teachers  and  administrators  to  make  a  good  showing  will 
naturally  lead  to  emphasis  on  registration  figures  alone.  1  hcsc 
data  also  do  not  indicate  the  number  of  children  repeating  a  grade, 
and  there  is  evidence  that  many  stay  behind  for  a  year  or  more, 
and  are  over-age  for  their  grade.  Nor  are  dropouts  indicated. 
It  was  estimated  that  barely  41^  of  those  children  starting  to 
school  in  1955-56  were  in  the  fourth  grade  three  years  later. 
Irregular  attendance  may  be  related  to  dropping  out,  and  this 
irregularity  in  turn  may  be  due  in  part  to  the  parents'  use  of 
the  child's  labour  in  agricultural  work  or  in  tending  younger 
siblings  when  parents  work,  especially  when  vacations  are  not 
synchronized  with  periods  of  planting  or  harvesting.  The  better 
teachers  tend  to  be  concentrated  in  urban  areas,  and  so  the  single- 
teacher  schools  which  provide  for  many  more  children  usually 
have  the  poorest  teachers,  another  factor  leading  to  disinterest 
and  poor  school  attendance.  Poor  instruction  is  also  related  to 
the  low  pay  for  teachers,  who  may  actually  earn  less  than  the 
average  employed  person,  and  this  low  salary  in  turn  is  a  reflec- 
tion of  their  low  social  status  (281). 

Limited  or  irregular  pupil  attendance  can  also  be  explained 
in  part  by  the  rigid  and  authoritarian  practices  of  teachers.  Learn- 
ing by  rote  still  represents  a  carryover  from  traditional  Moslem 
and  Buddhist  educational  practices,  though  continuation  is  re- 
inforced by  the  lack  of  textbooks,  printed  materials,  and  paper. 
Little  is  done,  at  any  level  of  the  educational  process,  to  en- 
courage questioning  and  critical  thinking,  and  yet  an  inquisitive 
and  experimental  approach  is  essential  to  progress  and  cultural 
development.  Education  has  long  represented  in  India  a  passport 
to  privilege  and  social  status,  a  preparation  for  administrative 
posts  setting  off  the  individual  from  the  lower  echelons  of  society, 
in  the  present  period  of  independence  as  it  did  in  the  past  period 
of  colonial  dependence  (281). 

The  education  of  girls  continues  to  lag  behind  that  of  boys, 
in  part  because  of  a  long  religious  tradition,  since  all  three  Asian 
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religions  —  Islam,  Buddhist,  and  Hindu  —  have  "cared  httle 
for  the  education  of  girls  and  have  placed  women  in  an  inferior 
position,"  even  though  present-day  reformers  realize  that  the 
nation's  development  will  be  impeded  if  women  remain  ignorant 
and  uninformed.  But  it  is  not  merely  a  matter  of  lack  of  educa- 
tion; it  is  also  a  matter  of  miseducation,  a  lack  of  relationship 
between  a  formal,  memoriter  learning  and  the  needs  and 
demands  of  everyday  life.  Another  paradox  is  that  education  in 
a  foreign  language  —  in  this  instance,  Enghsh  —  alienated  the 
educated  upper  class  even  more  from  the  general  population 
even  while  it  did  serve  to  keep  open  important  lines  of  com- 
munication with  better  developed  countries  (281). 

Both  Gandhi  and  the  Indian  National  Congress  gave  strong 
support  to  the  principle  of  equality  of  educational  opportunity 
for  boys  and  girls,  as  did  many  progressive  British  officials  like 
Curzon,  but  the  weight  of  tradition  still  impedes  translation  of 
this  official  policy  into  educational  reform  (281). 

The  dropout  rate  is  especially  high  for  girls.  In  1965-66  in 
India  as  a  whole  78.5%  of  the  cliildren  were  enrolled  in 
Classes  I  to  V.  32.2%  in  Classes  VI  to  VIII,  and  17.8%  in 
Classes  IX  to  XL  For  girls  the  percentages  in  that  year  were 
only  56.2%,  16.7%,  and  7.8%.  Of  course  these  percentages 
vary  considerably  from  state  to  state.  As  many  as  60%  of  the 
pupils  drop  out  after  only  one  or  two  years  of  schooling.  The 
advantages  of  education  are  increasingly  recognized,  but  its 
benefit  for  girls  is  being  acknowledged  much  more  slowly  (193). 

Among  the  factors  that  tend  to  limit  educational  opportunities 
for  girls  as  compared  with  boys  are:  the  general  attitude  that 
girls  should  marry  at  an  early  age  and  devote  their  lives  to 
child-rearing;  resultant  parental  indifference  to  girls'  education 
especially  at  the  secondary  level;  the  continuation  of  taboos 
against  work  outside  the  home  for  women,  even  occupations  such 
as  social  work,  clerking,  and  stenography  which  were  accepted 
at  an  earlier  point  in  western  countries;  and  the  lack  of  voca- 
tional guidance  in  schools,  which  makes  it  even  less  likely  that 
girls  will  consider  continuing  their  education.  At  the  same 
time  certain  broad  social  changes  provide  impetus  for  making 
the  girl  economically  self-sufficient,  such  as  the  trend  toward 
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smaller,  planned  families  that  releases  the  woman  for  work 
outside  the  home  for  a  larger  proportion  of  her  adult  life,  and 
the  gradual  disappearance  of  the  extended  family  with  its  group 
assistance,  resulting  in  the  need  for  more  income  as  a  nuclear  or 
primary  family  group  in  facing  the  rapidly  rising  cost  of  living 
(446).  The  recommendation  that  as  part  of  the  program  for 
reducing  the  Indian  birth  rate  the  legal  age  for  marriage  be 
raised,  should  likewise  lead  to  more  emphasis  on,  and  oppor- 
tunities for,  education  for  girls. 

Education  of  women  until  fairly  recently  has  meant  primarily 
ability  to  read  the  scriptures.  Writing  in  the  past  was  not  looked 
upon  favorably,  and  women  had  to  learn  many  things  about 
their  domestic  tasks  from  religious  leaders.  It  was  early  in  the 
nineteenth  century  that  foreign  missionaries  and  later  Indian 
social  reformers  began  to  stress  the  need  to  educate  women.  This 
movement  led  to  voluntary  efforts  to  establish  schools  for  them. 
The  East  India  Company,  which  was  largely  responsible  for 
Indian  education  as  late  as  1858,  provided  education  only  for 
males.  Gradually  public  primary  schools  for  girls  began  to  be 
established  in  some  states,  and  later  some  secondary  schools 
were  opened.  Opportunities  were  expanded  in  this  century,  parti- 
cularly since  independence.  The  First  Five  Year  Plan  proposed  a 
10%  increase  in  boys'  primary  education,  (from  59%  to  69%) 
and  8%  for  girls  (from  25%.  to  33%).  In  the  Second  Five  Year 
Plan  an  increase  of  only  3%  was  allowed  for  the  14-17  age 
group  in  middle  and  secondary  education.  Percentages  vary  con- 
siderably from  state  to  state  for  girls  as  a  whole  and  for  urban 
versus  rural  groups,  as  shown  by  this  table  (446) : 


Percentages  of  girls  aged     Percentage  of  girl 
6-11  attending  School  aged  11-14 

State  Rural  Urban 


Assam 

42.1 

44.8 

13.3 

Kerala 

65.0 

100.0 

33.0 

Punjab 

26.9 

74.7 

9.1 

Maharashtra 

17.6 

100.0 

10.3 

Bihar 

13.9 

15.7 

2.4 

Uttar  Pradesh 

18.4 

38.1 

3.9 

West  Bengal 

22.8 

100.0 

11.7 
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In  comparing  enrolments  of  boys  and  girls  in  primary  educa- 
tion in  1965-66,  nearly  twice  as  many  boys  were  enrolled  in  that 
year;  the  percentages  of  boys  and  girls  respectively  in  their  age 
groups  in  the  general  population  who  were  enrolled  in  primary 
school  were  90.2%  and  47.6%.  In  1967  a  former  Minister  of 
Education  stated  that  the  goal  of  universal  primary  education 
was  very  near  achievement  in  the  case  of  boys,  but  that  half  of 
the  girls  of  India  were  still  out  of  school.  A  particularly  notice- 
able imbalance  persists  between  boys  and  girls  at  the  secondary 
and  higher  levels  of  education  (165).  However,  a  1966  report 
from  the  Ministry  of  Education  urged  the  expansion  and  improve- 
ment of  education  for  women,  and  of  their  opportunities  for 
vocational  training  and  employment. 

Boys  and  girls  have  traditionally  been  educated  separately  in 
India,  though  there  is  now  a  tendency  toward  more  coeducation. 
Actually  practices  vary  greatly  throughout  India  in  both  regular 
and  special  schools.  Among  special  schools,  most  of  those  foi 
the  blind  and  for  the  deaf  are  just  for  boys,  only  occasionally 
including  a  much  smaller  attached  unit  for  girls.  As  a  rule, 
special  educational  faciHties  for  girls  are  far  more  hmited  than 
those  for  boys  (187). 

A  Ministry  of  Education  report  in  1966  emphasized  that  the 
Constitutional  Directive  on  compulsory  education  up  to  age  11 
includes  handicapped  children.  This  requirement  has  not  been 
enforced,  however.  Parents  often  use  even  a  mild  handicap  as 
justification  for  keeping  their  child  at  home,  and  the  authorities 
permit  them  to  do  so  (187).  The  1966  report  indicated  the  hope, 
nevertheless,  that  for  children  in  general  five  years  of  education 
(6  to  11  years)  will  be  provided  by  1975-76  and  that  an  additional 
three  years  (11  to  14  years  of  age)  will  be  provided  by  1985-86. 

Universal  free  public  education  has  not  yet  become  a  reality 
in  India.  Primary  education  up  to  the  fourth  class  is  free  through- 
out India,  and  up  to  the  eighth  class  in  all  Union  territories  and 
in  nine  states  (446).  In  most  states  a  means  test  is  used  beyond 
the  fourth  class,  with  no  fees  paid  when  the  family  income  is 
below  a  specified  level.  The  state  of  Maharashtra  has  such  a  means 
test,  but  in  recent  years  it  raised  the  family  income  level  for  free 
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education  for  its  children  from  900  rupees  a  year  to  K200 
rupees  a  year  (187). 

Limitations  in  public  provisions  for  education  are  indicated 
by  the  fact  that  a  quarter  of  all  elementary-school  pupils  are 
attending  private  schools,  and  nearly  all  of  these  are  subsidized 
by  the  government,  even  though  these  schools  generally  cater  to 
children  from  the  upper  classes.  Among  the  South  Asian  coun- 
tries, India  has  the  highest  proportion  of  fees  in  relation  to  total 
educational  bxpenditures  —  17.2%  (281). 

As  indicated  earlier,  responsibility  for  education  of  the  handi- 
capped was  first  entrusted  to  the  Ministry  of  Education,  and 
then  in  June  1964  to  the  Department  of  Social  Security,  now 
known  as  the  Department  of  Social  Welfare  (162).  This  is  the 
reverse  of  the  course  of  events  found  in  most  western  countries, 
where  other  ministries  have  yielded  their  responsibilities  for  spe- 
cial education  to  the  Ministry  of  Education  (442). 

A  broader  range  of  educational  and  related  medical  services 
is  available  in  urban  centers  than  in  rural  areas,  as  illustrated  by 
the  services  provided  in  the  city  of  Bombay.  Free  and  compul- 
sory education  was  introduced  here  for  the  first  time  in  1925 
under  provisions  of  the  City  of  Bombay  Primary  Education  Act 
of  1920.  The  arrangement  applied  first  only  to  certain  wards, 
and  then  in  1940  was  extended  to  the  rest  of  the  city,  applying  to 
all  children  in  Greater  Bombay  between  the  ages  of  6  and  11. 
Ten  languages  are  taught  in  the  city  schools  in  order  to  provide 
for  many  different  mother  tongues,  though  Marathi,  Gujarati, 
and  Urdu  are  the  three  major  language  groups.  In  the  decade 
from  1956-57  to  1966-67  the  number  of  schools  increased  from 
605  to  988  and  the  number  of  pupils  enrolled  more  than  doubled 
—  from  243,522  to  514,455.  Though  no  coercion  is  used  to 
force  attendance,  about  95%  of  the  school-age  children  are 
enrolled  in  primary  schools.  Free  milk,  snacks,  and  medical 
treatment  faciUties  are  provided.  CARE  and  Catholic  Relief 
Services  assist  in  the  school  food  program.  In  addition,  voca- 
tional trainmg  is  provided  in  eleven  vocational  schools,  with 
instruction  in  such  crafts  as  carpentry,  tailoring,  clay-modehng, 
clock-repairing,   bookbinding,   and  toymaking.     The  Bombay 
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Municipal  Corporation  was  the  first  statutory  body  in  India  to 
set  up  a  research  Unit  in  1955  to  obtain  reliable  data  on  such 
matters  as  dropouts,  and  to  study  means  of  improving  instruction 
(410). 

The  children  in  the  municipal  primary  schools  are  given  two 
medical  examinations,  in  the  first  and  third  grades  respectively. 
Defects  noted  by  the  medical  officers  are  indicated,  in  writing, 
to  the  parents  or  guardians  of  the  children.  Children  needing 
further  check-ups  are  referred  to  school  clinics  in  the  municipal 
general  hospitals.  A  child  may  also  be  referred  at  other  grade 
levels  for  medical  check-ups  if  the  teacher  or  parents  consider 
this  desirable.  Minor  ailments  are  treated  in  the  schools.  Spectacles, 
appliances,  and  prostheses  are  supplied  free  of  charge  to  needy 
children.  One  full-time  dental  clinic  treats  children  with  dental 
defects.  Children  found  to  be  suffering  from  infectious  diseases  such 
as  tuberculosis  and  leprosy  are  given  treatment  in  the  Infectious 
Diseases  Hospital,  and  return  to  school  only  after  having  been 
certified  as  non-infectious  by  the  hospital  authorities.  School 
children  are  routinely  immunized  against  such  diseases  as  small- 
pox and  typhoid.  Parent  cooperation  is  secured  through  home 
visits;  for  example,  in  1965  a  total  of  5,321  home  visits  and  846 
revisits  was  made  by  School  Health  Nurses  to  advise  parents 
of  aihng  children  as  to  their  proper  care  and  diet.  A  broad 
program  of  health  education  was  conducted  concurrently. 

Although  it  was  reported  in  1967  that  there  are  regular  medical 
examinations  of  school  children  in  all  schools  in  India  once  a 
year,  this  represents  almost  certainly  a  goal  rather  than  an 
actuality.  Such  a  service  is  more  frequently  found  in  large 
urban  educational  systems  like  that  of  Bombay. 

The  Education  Officer  in  the  Ministry  of  Social  Welfare  has 
classified  the  handicapped  children  who  need  special  educational 
services  as  follows  (2) : 

1.  Pupils  with  intellectual  retardation 

a.  Educable  retarded 

b.  Trainable  retarded 
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2.  PupiJs  with  speech  problems 

3.  Pupils  with  impaired  hearing 

a.  Deaf 

b.  Hard  of  hearing 

4.  Pupils  with  impaired  vision 

a.  J^lind 

b.  Partially  sighted 

5   and  6.  Pupils  with  neurological  and  non-sensory  physical 
impairment 

a.  Crippled 

b.  Chronic  health  cases 

c.  Brain-damaged 

d.  Epileptic 

7.  Pupils  with  behavior  jproblems 

a.  Emotionally  disturbed 

b.  Socially  maladjusted 

Many  early  provisions  for  education  of  the  handicapped  were 
initiated  by  missionary  groups.  Most  special  institutions  for  the 
care,  training,  and  education  of  the  handicapped  are  still  run 
by  voluntary  organizations  with  some  state  government  assistance 
and  do  not  charge  fees.  Provisions  vary  greatly  from  one  region 
or  community  to  another,  but  most  institutions  provide  primary 
education  combined  with  training  in  a  few  simple  handicrafts, 
including  music  for  the  blind  (150).  Vocational  training  is  more 
frequently  given  in  residential  institutions  than  in  day  schools. 

It  is  difficult  to  arrive  at  any  one  set  of  figures,  on  which  all  autho- 
rities agree,  concerning  the  number  of  schools  provided  for 
children  with  different  kinds  of  handicaps  (150,  162,  448).  The 
totals  given  in  various  sources  include  a  great  variety  of  centers 
and  programs,  many  of  which  are  not  actually  schools  or  which 
do  not  include  specific  educational  services.  Information  con- 
cerning the  sex  and  age  group  served,  the  number  accommodated. 
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and  the  basis  for  admission  is  often  not  available.  The  Depart- 
ment of  Social  Welfare  of  the  central  government  is  currently 
compiling  a  handbook  with  detailed  information  about  special 
institutions,  but  so  far  this  has  not  been  published.  The  Central 
Ministry  of  Education  has  conducted  several  sample  surveys 
which  have  yielded  some  information  about  the  number  of 
special  institutions  and  their  personnel  and  training  faciUties. 
Meanwhile  the  Journal  of  Rehabilitation  in  Asia  has  been  serving 
as  a  clearinghouse  for  information  of  this  kind,  providing  from 
time  to  time  lists  and  amended  lists  of  institutions  serving  various 
categories  of  the  handicapped. 

It  is  evident  that  only  a  small  proportion  of  the  handicapped 
in  each  category  are  receiving  any  kinds  of  service,  including 
education.  The  1966  Ministry  of  Education  report  indicated  the 
following  estimates  of  the  number  of  school-age  children  in  four 
categories  of  the  handicapped,  with  the  mentally  handicapped 
now  included  in  its  consideration  (150): 


Blind  400,000 

Ifeaf  300,000 

Orthopedically  handicapped  400,000 

Mentally  handicapped  1,400,000 


For  blind  children  there  was  in  that  year  a  total  of  115  schools 
and  other  establishments  with  an  enrolment  of  5,000,  or  a 
little  over  1%.  of  the  total  blind  children  in  the  country.  Not 
all  these  institutions  could  be  considered  schools,  however,  and 
all  the  5,000  children  were  not  necessarily  receiving  education. 

A  recent  compilation  of  institutions  for  the  handicapped  in 
India  prepared  by  the  Indian  Conference  of  Social  Work  pro- 
vides the  following  totals: 


Blind  126 

Deaf  99 

Mentally  retarded  53 

Orthopedically  handicapped  41 
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For  each  category  the  largest  single  number  of  "institutions" 
is  found  in  Maharashtra  State,  with  totals  for  this  state  of  22, 
18,  18,  and  7  respectively.  As  in  the  Ministry  of  Education 
report,  the  term  "institutions"  is  very  loosely  used;  there  is  no 
clear  indication  as  to  the  nature  or  extent  of  schooUng  provided 
in  those  cases  where  the  word  "school"  appears  in  the  title, 
and  in  a  few  instances  a  special  class  is  referred  to,  or  an 
organization  interested  in  the  problems  of  a  particular  group, 
or  an  institution  providing  for  more  than  one  type  of  disability. 
For  example,  among  the  places  listed  for  the  mentally  retarded, 
there  is  a  Chronic  Diseases  Home  in  Andhra  Pradesh  that 
from  now  on  will  not  accept  the  mentally  retarded,  and  a  Home 
for  the  Aged  and  Handicapped  in  Nagpur.  As  yet  no  figures 
are  available  concerning  the  numbers  served,  the  relative  numbers 
for  the  two  sexes,  the  age  range,  the  nature  and  scope  of 
services  provided,  length  of  stay,  or  basis  for  admission.  A  long 
list  for  leprosy  patients  includes  primarily  associations,  homes 
or  asylums,  and  hospitals  and  other  centers  or  clinics  for  medical 
treatment,  for  none  of  which  reference  is  made  to  schooling. 

The  fact  that  many  schools  and  institutions  for  the  handicapped 
have  appeared  in  India  only  in  recent  years  makes  it  very 
likely  that  earlier  lists  will  need  constant  revision  as  new  informa- 
tion is  published.  For  example,  a  recent  article  indicates  that 
there  are  31  voluntary  and  governmental  institutions  to  meet 
the  needs  of  an  estimated  400,000  handicapped  persons  in  the 
State  of  Gujarat,  and  of  these  institutions  17  were  founded  in 
the  period  between  1960  and  1966  (75). 

The  report  of  the  1966  Seminar  in  Poona  on  the  Vocational 
Rehabilitation  of  the  Handicapped  listed  institutions  serving 
different  categories  of  the  handicapped.  It  was  recognized  that 
these  lists  were  incomplete,  and  readers  were  urged  to  send 
additional  information. 
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T3 


Blind 

Deaf 

Mentally 
Retarded 

Orth-Hani 

Leprosy- 
affected 

Andhra  Pradesh 

5 

3 

1 

5 

19 

Assam 

1 

1 

4 

Bihar 

9 

3 

1 

2 

24 

Gujarat 

14 

7 

4 

2 

15  plus  35  S.E.T.* 

Kerala 

6 

5 

2 

7  plus  149  S.E.T. 

Madhva  Pradesh 

5 

4 

2 

7 

Madras 

9 

6 

1 

2 

26 

Maharashtra 

21 

18 

15 

7 

24  plus  2  S.E.T. 

Mysore 

6 

4 

1 

2 

16  plus  8  S.E.T. 

New  Delhi 

4 

4 

8 

2 

'i 
J 

Orissa 

1 

2 

3 

Pondicherry 

2 

Manipu 

r  6 

Punjab 

7 

4 

1 

3 

4 

Rajasthan 

3 

2 

1 

Uttar  Pradesh 

15 

15 

2 

2 

6 

West  Bengal 

6 

7 

2 

8 

10 

Jammu  &  Kashmir 

2 

Total 

116 

85 

36 

39 

175 plus  194  S.E.T. 

The  S.  E.  T.  is  described  in  the  section  on  leprosy. 


It  is  difficult  to  indicate  the  leprosy  services  numerically  since  they 
vary  so  much  in  nature.  It  is  also  true  for  each  list  that  the  nature 
of  the  "institution"  or  service  varies  considerably  insofar  as 
one  can  determine  from  the  table.  No  indication  is  given  in  this 
Hsting  as  to  the  number  of  persons  served  where  day  or  residential 
facilities  are  provided.* 

*ObviousIy  some  of  these  totals  have  changed  even  in  the  past  few 
years,  most  noticeably  regarding  provisions  for  the  mentally  retarded, 
for  whom  a  total  of  63  institutions  is  stated  in  a  report  bringing  the 
data  up  to  date  as  of  January  1968  (53). 

There  is  no  listing  as  yet  of  the  provisions  made  for  the 
education  of  non-infected  children  of  parents  with  leprosy,  or 
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for  children  in  whom  leprosy  has  been  arrested.  Separate  schools 
as  such  are  not  usually  established  for  them.  A  sanitarium  may 
provide  special  classes  for  a  few  children  with  leprosy-affected 
parents,  or  another  institution  may  have  classes  for  children  with 
leprosy.  A  home  and  school  for  these  children  may  be  combined 
in  one  institution.  They  are  not  prohibited  from  attending  regulai 
schools,  if  they  themselves  have  not  had  leprosy  or  if  the  infec- 
tion is  arrested,  and  in  many  places  they  are  being  quietly  inte- 
grated into  homes  provided  for  other  children.  It  is  recognized 
that  it  would  not  be  desirable  to  list  them  or  to  draw  attention 
to  them  in  other  ways.  It  is  believed  by  some  authorities  that 
if  a  diligent  search  were  made  by  a  social  worker,  relatives  of 
these  children  could  be  located  who  would  take  them  into  their 
own  homes.  At  the  same  time,  school  authorities  realize  that  there 
are  undoubtedly  children  with  active  leprosy  attending  regular 
schools  who  need  to  be  identified  and  given  appropriate  treat- 
ment (187). 

Even  in  the  pre-independence  period  the  Central  Advisory  Board 
of  Education,  in  a  report  on  the  needs  of  various  handicapped 
groups,  was  guided  by  the  general  principle  that  segregation  from 
normal  children  should  be  regarded  only  as  a  last  resort.  It  was 
recognized,  however,  that  the  bhnd  and  deaf  more  frequently  than 
other  groups  needed  special  educational  arrangements  with  specially 
trained  teachers  (394).  Almost  all  the  provisions  existing  at  that 
time  took  the  form  of  residential  institutions,  and  this  pattern 
of  segregated  education  and  training  has  continued  to  dominate  the 
picture  until  recent  years. 

While  integration  of  the  handicapped  is  one  of  the  important 
goals  in  special  education  in  India  as  in  other  countries,  there 
are  different  points  of  view  as  to  the  best  way  and  the  most 
feasible  way  to  achieve  this  goal,  and  therefore  residential  schools 
will  continue  to  play  an  important  role,  particularly  in  developing 
countries  like  India  (2). 

Day  schools  and  special  classes  in  regular  schools  are  still  very 
few  in  number,  and  only  a  token  number  of  handicapped  young- 
sters have  been  admitted  into  experimental  programs  of  integra- 
tion into  regular  schools,  but  there  is  increasing  awareness  ot 
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the  importance  of  integration  for  the  handicapped  in  education 
as  well  as  in  vocational  and  social  spheres. 

The  most  complete  information  concerning  services  for  the 
handicapped,  including  educational  services,  is  available  for 
Maharashtra  State  and  its  principal  city,  Bombay.  Facihties  for 
education  and  for  vocational  rehabihtation  are  steadily  expanding, 
with  both  government  and  voluntary  agencies  providing  such 
services.  There  are  10  schools  for  blind  children,  12  for  deal 
children,  7  for  orthopedically  handicapped  children,  and  4  for 
mentally  retarded  children.  Sheltered  workshops  for  handicapped 
adults  and  vocational  training  facilities  for  handicapped  school- 
leavers  are  being  established.  Experiments  with  integrating  blind 
children  into  regular  schools  are  in  progress  (370). 

For  handicapped  persons  the  following  types  of  institutions 
were  provided  in  Maharashtra  State  in  1966  (132): 

Volu-  No.  of  be- 

Type  of  Institution  Govt,    ntary     Total  neficiaries 


Schools  for  the  blind  3  7  10  610 
Schools  for  the  deaf  2  10  12  427 
Schools  for  the  crippled  2  5  7  310 
Schools  for  mentally  retarded  0  3  3  348 
Workshops  for  the  blind  0  6  6  350 
Workshops  for  the  deaf  1  2  3  54 
Workshops  for  the  crippled  0  2  2  211 
Homes  for  aged  and  infirm  0  14  14  242 
Centres  for  rehab,  of  leprosy- 
affected  persons  0  8  8  800 


Totals  8        57  65  3,352 


This  represents  the  following  increases  in  provision  over  a 
a  four-year  period:* 


Number  of  Special  Schools  for  Handicapped  Children 

Year  Blind  Deaf  Ortho.  Hand.  Ment.  Hand.  Total 
1961-62         8         8  4  3  23 

1965-66        10        12  7  3  32 


•A  1967  report  (370)  on  rehabilitation  services  in  Maharashtra  State  gave 
similar  totals,  except  for  adding  one  sheltered  workshop  for  the  orth- 
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The  special  institutions  serve  the  following  numbers  of  per- 
sons: (132) 

Number  of  Handicapped  in  wSpecial  Institutions 


Year 

Blind 

Deaf 

Orth. 
Hand. 

Ment. 
Hand 

Total 

1961-62  Children 

519 

383 

128 

277 

1,307 

Adults 

210 

51 

70 

0 

331 

Total 

729 

434 

198 

277 

1,638 

1965-66  Children 

610 

427 

310 

348 

1,695 

Adults 

350 

54 

211 

0 

615 

Total 

960 

481 

521 

348 

2,310 

These  figures  indicate  a  41^  increase  in  the  number  of  handi- 
capped persons  placed  in  special  institutions  over  a  four-year 
period. 

It  is  to  be  expected  that  educational  opportunities  for  the 
handicapped  will  be  greater  in  those  states  where  educational 
opportunities  for  the  normal  population  are  greater.  For  example, 
the  per  capita  expenditure  on  education  is  the  highest  in  the  state 
of  Maharashtra  and  the  lowest  in  Orissa,  whereas  the  enrolment 
percentages  for  both  boys  and  girls  are  the  highest  in  the  state  of 
Kerala. 

Each  year  the  central  and  state  governments  award  scholarships 
to  bhnd,  deaf,  and  orthopedically  handicapped  students  for 
continuing  their  education,  the  application  forms  usually  being 
sent  from  the  department  or  directorate  of  social  welfare  to  the 
head  of  the  educational  or  vocational  institution  which  the  student 


Contd. 

opedically  handicapped,  and  another  recognized  voluntary  school  for 
the  mentally  retarded  (for  a  total  of  four  rather  than  three).  It  is  not 
clear  in  what  category  appear  the  two  schools  in  Bombay,  at  Sewri 
and  at  Varsova,  for  physically  handicapped  children  who  are  also 
mentally  handicapped  (51). 
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attends  (370).  During  the  Third  Five  Year  Plan  the  centra] 
government  awarded  1,876  scholarships  to  meritorious  handicap- 
ped students,  of  whom  535  blind  students  and  942  orthopedically 
handicapped  students  have  successfully  pursued  courses  in  regular 
schools  and  technical  institutes  (162).  In  1966  the  state  of 
Maharashtra  had  awarded  the  following  number  of  scholarships 
(132): 


Scholarships  for  Physically  Handicapped  Students 


Year 

No.  of  Applications 

No.  of  Beneficiaries 

1961-62 

157 

121 

1962-63 

451 

.  142 

1963-64 

356 

131 

1964-65 

607 

231 

1965-66 

630 

307 

1966-67 

642 

398 

Totals 

2,843 

1,330 

.Since  both  state  and  national  provisions  for  the  handicapped  come 
wkhin  the  jurisdiction  of  departments  of  social  welfare,  the 
scholarships  are  listed  as  a  welfare  service  rather  than  as  an 
educational  service. 


The  scholarships  provided  by  the  Government  of  India  Depart- 
ment of  Social  Welfare  stipulate  that  those  eligible  are  blind  oi 
deaf  students  16  to  30  years  of  age,  and  orthopedically  handicapped 
students  12  to  30  years  of  age,  who  wish  to  continue  with 
general  education  or  vocational,  technical,  professional,  or  appren- 
ticeship training,  and  whose  parents  earn  no  more  than  1,000 
rupees  per  month.  The  full  scholarship  is  available  only  when 
parents  earn  no  more  than  500  rupees  a  month  (and  two -thirds 
when  income  is  between  500  and  750  rupees,  one-half  when 
income  is  between  750  and  1,000).  In  special  circumstances 
additional  aid  is  provided  such  as  payment  for  the  purchase  and 
maintenance  of  prostheses,  a  monthly  transportation  allowance, 
and  an  allowance  for  a  blind  student's  reader.  The  program 
taken  must  be  in  a  school  or  institution  recognized  or  approved 
by  the  state  or  central  government.  The  scholarship  does  not 
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apply  for  study  outside  India,  or  for  a  research  program  as  in 
obtaining  a  Ph.D.  degree.  For  students  already  enrolled  in  an 
approved  educational  or  training  program,  the  application  is 
forwarded  through  the  head  of  the  institution  concerned.  The 
decision  of  the  Department  of  Social  Welfare  is  final,  and  reasons 
for  rejection  are  not  indicated.  The  scholarship  may  be  cancelled 
if  the  student  fails  to  pass  an  annual  examination  or  makes 
unsatisfactory  progress  over  a  six-month  period  even  when  given 
warnings  concerning  this  lack  of  progress. 

In  spite  of  such  incentives,  relatively  few  handicapped  children 
continue  into  post-secondary  or  higher  education.  This  is  not 
surprising  in  view  of  the  small  proportion  of  normal  youth  who 
receive  advanced  education.  Although  the  percentage  increase  in 
enrolment  has  risen  more  rapidly  in  India  for  post-secondary 
versus  primary  or  general  secondary  education,  less  than  1% 
of  the  age  group  continues  to  this  level,  and  about  half  the 
students  who  do  so  never  complete  degrees  —  51%  of  the  arts 
students  and  48%  of  the  science  students.  There  is  a  direct  correla- 
tion between  the  income  level  of  the  family  and  the  percentage 
obtaining  degrees;  as  one  study  indicated,  only  28%  of  those 
whose  fathers  were  illiterate  passed  their  examinations.  Only  a 
small  proportion  take  technical  or  specialized  courses,  and  many 
seeking  such  training  go  to  foreign  institutions  and  then  remain 
abroad  to  pursue  their  careers,  even  though  their  services  as 
engineers,  scientists,  physicians,  and  dentists  are  badly  needed 
at  home.  Added  to  this  is  the  problem  that  the  relatively  brief 
secondary  education  and  the  consequent  low  age  range  of  Indian 
students  in  higher  education  produce  what  many  educators  con- 
sider to  be  a  level  of  education  corresponding  to  that  of  secondary 
schools  in  Europe  and  the  U.S.A.  Problems  of  teacher  recruitment 
occur  in  higher  education  as  well  as  in  primary  and  secondary 
schools,  since  at  all  levels  salaries  and  social  prestige  for  teachers 
are  low  (281). 

The  fact  that  few  handicapped  youth  continue  into  post- 
secondary  education  is  not  necessarily  a  disadvantage  to  them 
or  to  the  country  as  a  whole.  Some  believe  that  secondary  and 
higher  enrolments  ought  to  decrease  rather  than  increase,  with 
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more  emphasis  on  improvement  of  the  basic  primary  education, 
and  on  reforms  making  the  entire  system  more  functional  and 
meaningful.  Higher  education  is,  as  indicated,  academic  in  most 
cases,  and  since  it  adds  to  the  growing  number  of  discontented 
"educated  unemployed"  seeking  administrative  jobs,  the  oppor- 
tunities of  this  kind  for  the  handicapped  are  understandably 
even  more  limited  than  for  normal  youth.  The  vocational  orienta- 
tion of  most  special  education  is  likely  to  provide  handicapped 
youth  with  occupational  skills  far  more  necessary  to  the  Indian 
culture  than  would  the  present  type  of  academic  university 
education.  , 

Education  for  children  in  hospitals  is  increasingly  available. 
In  Bombay  the  Bai  Jerbai  Wadia  Hospital  for  children  pioneered 
in  education  for  children  in  hospitals  by  employing  two  trained 
teachers  in  February  1949,  paid  by  the  state  government,  to  work 
under  the  supervision  of  the  Tata  Institute  of  Social  Sciences. 
Regular  primary  education  is  provided  for  children  in  the  two 
chronic  and  orthopedic  wards  for  children  under  12  years  of 
age.  Also  in  1949  the  Children's  Orthopaedic  Hospital  employed 
a  full-time  Montessori-trained  teacher  to  supervise  a  room  for 
out-patient  children  between  treatments  or  waiting  for  a  bus 
to  take  them  home,  and  for  in-patient  children  when  it  was 
possibte  for  them  to  join  the  group.  In  1953  the  Municipality 
began  to  provide  teachers  to  conduct  more  formal  classes,  com- 
prising a  supervisor  with  two  assistants  who  could  together  teach 
in  Hindi,  Marathi,  and  Gujarati.  One  limitation  in  this  program 
is  that  the  teachers  take  the  regular  school  holidays  and  vacation 
periods,  with  the  result  that  these  children,  who  need  continuous 
daily  assistance,  lack  the  help  of  the  teachers  for  a  total  of 
several  months  during  the  year. 

Another  important  pilot  project  in  Bombay  emphasizing  early 
detection  and  treatment  of  disabling  or  potentially  disabling  con- 
ditions is  a  Child  Guidance  and  Service  Centre  inaugurated  in 
March  1967  as  a  joint  project  of  the  Sardar  High  School 
of  the  Bharat  Education  Society  and  the  Bombay  Committee  of 
the  Indian  Society  for  the  Rehabilitation  of  the  Handicapped. 
The  project  will  have  four  divisions:  (1)  a  survey  of  children 
to  detect  visual  problems,  deafness,  simple  orthopedic  handicaps. 
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cardiac  and  respiratory  problems,  and  epilepsy,  with  help  and 
guidance  given  to  parents  to  encourage  the  securing  of  immediate 
treatment;  (2)  detection  of  mental  and  emotional  problems; 
(3)  vocational  guidance  and  training  for  those  of  more  limited 
academic  ability,  with  the  initiation  of  a  Technical  Training 
Section;  (4)  a  search  for  the  more  severely  handicapped  in  the 
homes  of  pupils,  such  as  cases  of  polio,  cerebral  palsy,  and  spina 
bifida.  It  is  hoped  that  early  detection  of  leprosy  symptoms  may 
also  be  included  when  the  full  confidence  of  parents,  pupils,  and 
staff  has  been  secured  (330). 

Educational  services  should  include  specific  guidance  and 
counselling  services.  An  important  private  venture  in  this  field 
is  that  of  the  St.  Francis  de  Sales'  College  in  Nagpur,  which 
in  1961  estabUshed  a  Psychological  Test  and  Guidance  Centre. 
In  the  first  year  and  a  half,  more  than  2,000  students,  children, 
and  adults  were  given  tests  of  intelligence,  aptitudes,  interests, 
personality  adjustment,  and  achievement  as  well  as  diagnostic 
tests  for  visual  and  auditory  defects,  reading  speed,  and  compre- 
hension. The  free  services  provided  include  vocational  and  educa- 
tional and  child  guidance,  along  with  lecture  courses  and  parent 
counselling  at  the  school  for  mentally  retarded  children.  Family 
and  marital  counselling  accompany  guidance  for  maladjusted 
children  and  details.  About  25  teachers  and  other  professional 
workers  attend  guidance  courses  twice  a  week  in  two  trimestral 
terms,  of  whom  15  have  received  private  diplomas  in  Proficiency 
in  Psychometrics  and  Guidance  techniques.  On  request,  tests 
were  also  given  in  Bombay  schools  as  well  as  in  Delhi,  Simla, 
and  Mangalore.  The  first  summer  courses  were  opened  in  Simla 
in  April  1962.  Group  intelligence  tests  were  also  administered 
in  Nagpur  and  other  cities  to  over  1,200  children  and  students 
(155). 

The  pediatrics  and  occupational  therapy  departments  of  the 
Medical  College  Hospital  at  Nagpur  (reputed  to  be  the  largest 
in  Asia)  refer  children  to  the  Centre  for  free  mental  diagnosis 
and  measurement  twice  a  week  plus  therapeutic  prescription. 
These  children  have  various  handicaps  such  as  epilepsy,  brain 
damage,  cerebral  palsy,  deafness,  and  mental  retardation.  There 
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is  a  Guidance  Counsellors'  Association  to  keep  in  touch  with  the 
graduates  of  the  courses.  A  major  expense  is  the  pioneering 
experimental  research  sponsored  by  the  Centre  which  includes 
projects  for  constructing  and  adapting  standardized  tests  for 
Indian  use. 

An  adequate  guidance  program  necessitates  the  development 
and  use  of  a  wide  variety  of  appropriate  tests.  The  last  decade 
saw  a  rapid  growth  of  interest  in  the  use  of  mental  tests, 
resulting  in  publications  such  as  the  1966  "First  Mental  Measure- 
ment Handbook  in  India,"  produced  by  the  National  Council  of 
Educational  Research  and  Training.  The  testing  movement  ap- 
peared some  15  to  20  years  later  than  in  western  countries, 
where  the  first  tests  were  developed  for  the  purposes  of  measur- 
ing mental  deficiency  and  for  selecting  military  personnel.  In 
contrast,  in  India  the  first  tests  were  constructed  only  in  teacher- 
training  institutions  to  provide  experience  in  research,  and  thus 
the  tests  produced  as  part  of  the  work  toward  a  master's  degree 
usually  had  a  narrow  regional  bias.  Foreign  missionaries  actually 
developed  the  first  tests  (246). 

In  1927  Manry  pubHshed  the  first  intelligence  test  in  English, 
Hindi,  and  Urdu,  followed  two  years  later  by  Rice's  Hindustani 
Binet.  There  ensued  a  burst  of  activity  on  the  part  of  Indian 
educators,  as  shown  by  the  Hsting  of  100  tests,  12  of  which 
were  individual  tests,  in  the  1966  handbook.  Malin  has  developed 
an  Indian  adaptation  of  the  Wechsler  Intelligence  Scale  for 
children.  Among  the  tests  available,  however,  there  is  little  choice 
for  the  assessment  of  the  intelligence  of  the  mentally  retarded, 
especially  since  it  is  only  in  four  or  five  major  languages  that 
there  are  any  tests  at  all.  Some  cases  of  cerebral  palsy  are  com- 
bined with  groups  of  the  mentally  retarded,  for  example,  but 
there  is  no  way  of  knowing  how  many  of  the  cerebral  palsied 
are  really  mentally  retarded  because  as  yet  there  is  no  way  to 
assess  their  intelligence  adequately.  Most  useful  are  various 
adaptations  of  the  Binet  scale  (246). 

Efforts  are  being  made  to  provide  special  training  for  teachers 
working  with  various  handicapped  groups.  The  Government  of 
India  has  established  three  training  centers  for  teachers  of  the 
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blind  in  Delhi,  Bombay,  and  Narendrapur  (near  Calcutta)  (145, 
162).  These  three  programs  train  between  30  and  40  teachers 
of  the  blind  each  year.  In  addition,  according  to  the  1966  Ministry 
of  Education  report,  the  state  governments  of  Madras  and  Andhra 
Pradesh  conduct  courses  of  this  kind  "when  needed."  The  three 
centrally  sponsored  programs  are  run  by  voluntary  agencies  and 
financed  entirely  by  the  Government  of  India. 

With  the  exception  of  a  new  program  for  teacher-training  in 
the  Model  School  for  the  Mentally  Retarded  in  Delhi,  other  pro- 
grams have  been  left  to  state  and  voluntary  financing.  There  are 
five  training  centers  for  teachers  of  the  deaf  in  Calcutta,  Lucknow, 
Ahmedabad,  and  Hyderabad,  for  which  most  of  the  operating 
costs  are  borne  by  state  governments.  The  costs  of  the  training 
programs  for  teachers  of  the  mentally  retarded  in  Chandigarh 
and  Bombay  are  also  borne  primarily  by  the  state  governments. 
A  few  scholarships  are  available  for  training  abroad,  though 
some  teachers  obtain  such  training  at  their  own  expense  (145). 

In  Bombay,  as  elsewhere,  the  training  of  special  teachers  is 
conducted  by  voluntary  agencies.  Teachers  of  the  blind  are 
trained  at  the  Victoria  Memorial  School  for  the  blind;  teachers 
of  the  deaf  at  the  Education,  AudiOlogy  and  Research  Centre;  and 
teachers  of  the  mentally  retarded  at  the  School  for  Children  in 
Need  of  Special  Care.  There  has  been  some  difficulty  in  recruit- 
ing trainees  for  these  programs  because  the  salaries  for  special 
teachers  are  low  (370).  This  is  a  general  problem  in  the  country 
as  a  whole,  because  instead  of  getting  a  special  increment  as 
in  most  western  countries,  these  special  teachers  may  actually 
earii  less  than  regular  teachers,  work  under  more  unfavorable 
conditions,  and  find  less  prestige  associated  with  teaching  handi- 
capped children  than  with  teaching  normal  children. 

In  view  of  India's  limited  resources,  and  the  costliness 
of  special  education  as  compared  with  regular  education, 
some  think  it  preferable  to  give  attention  first  to  those  most 
likely  to  become  economically  self-sufficient  (2).  Possibly 
a  more  effective  approach  to  the  problem  of  providing 
for  crippled  children  would  be  that  of  making  alterations  in 
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existing  schools  which  would  enable  these  children  to  attend 
them,  rather  than  to  establish  separate  special  centers  or  schools 
to  serve  only  a  relatively  few  severely  handicapped  children 
whose  potentialities  for  rehabilitation  are  more  Umited.  The  same 
level  of  expenditure  would  serve  a  much  larger  number  of 
children  as  a  result  (51,187),  though  as  funds  and  faciUties 
permit  provisions  could  be  made  later  for  the  somewhat  smaller 
number  of  more  severely  handicapped  children.  Such  a  program 
would  also  demonstrate  the  feasibility  of  the  ultimate  goal  of 
integrating  all  kinds  of  handicapped  children  into  the  regular 
schools.  For  this  process  of  integration  to  succeed  there  must 
be  careful  orientation  of  the  other  children  in  the  school  as 
well  as  the  teachers,  the  parents  of  the  normal  children,  and 
other  adults  in  the  community. 

Ideas  and  practices  borrowed  from  western  cultures  must  be 
adapted  to  the  special  needs  dictated  by  the  situation  in  India. 
The  games  and  forms  of  play  found  in  other  countries  may 
involve  expensive,  elaborate,  or  non-available  equipment  and 
facilities.  Indians  need  to  adapt  their  indigenous  g^mes  along 
educative  lines.  A  number  of  them  actually  resemble  western 
games,  as  in  the  case  of  marbles,  cricket,  and  Meccano  activities 
with  sand  and  stones  rather  than  wood  or  metal.  The  Montessori 
and  kindergarten  systems  of  the  West  are  likewise  too  elaborate 
and  expensive  for  India,  which  also  has  few  teachers  qualified 
to  conduct  such  programs.  Modest  beginnings  are  important  at 
this  stage,  using  the  commonly  found  pebbles,  twigs,  and  "pack- 
age splinters"  (215). 

The  Ministry  of  Education  considers  it  a  reasonable  objective 
by  1968  to  provide  special  education  for  about  15%^  of  the 
blind,  deaf,  and  orthopedically  handicapped  children  and  5% 
of  the  mentally  retarded,  or  for  about  10%  of  all  handicapped 
children  (149).  The  experience  of  more  highly  developed  coun- 
tries indicates  that  there  are  advantages  and  disadvantages  to 
the  integration  of  handicapped  children  into  regular  schools, 
but  it  is  recognized  as  important  to  experiment  as  widely  as 
possible  with  programs  of  integration.  It  is  also  recognized  that 
special  educational  provisions  will  be  needed  for  other  handicapped 
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groups  not  included  in  the  four  basic  categories  listed  previously, 
groups  such  as  the  partially  sighted,  speech-handicapped,  brain- 
injured,  and  emotionally  disturbed.  No  attempt  is  made  to  estimate 
the  numbers  of  children  in  these  categories,  and  there  will  be 
problems  in  providing  facilities  for  training  special  teachers  for 
them.  The  Ministry  of  Health  has  set  up  an  institute  for  training 
speech  therapists  at  Bangalore  who  will  work  with  speech  handi- 
capped and  aphasic  children,  but  practically  no  facihties  as  yet 
exist  for  training  teachers  for  these  other  groups,  and  therefore 
pilot  programs  of  this  kind  are  needed,  followed  by  a  review  of 
the  total  problem  ten  years  hence.  No  reference  is  made  to  the 
partially  hearing  in  these  plans,  however  (267). 

Certain  factors  must  be  kept  in  mind  while  developing  such 
programs  : 

( 1 )  The  preparation  of  specialized  teachers  is  of  major  import- 
ance. On  the  basis  of  a  teacher-pupil  ratio  of  1  to  10,  a  total 
of  about  16,500  teachers  will  be  needed  for  blind,  deaf,  and 
mentally  retarded  children  alone.  This  will  necessitate  expansion 
of  existing  training  centers  and  the  establishment  of  many  new 
ones. 

(2)  Coordination  will  be  needed  in  the  services  provided  by 
public  and  private  agencies  such  as  the  Ministry  of  Education, 
the  Central  Social  Welfare  Board,  the  Ministry  of  Health,  and 
voluntary  organizations.  Such  coordination  is  needed  at  both  the 
central  and  state  levels. 

(3)  Research  on  the  problems  of  special  education  is  urgently 
needed. 

(4)  Information  concerniiig  the  needs  of  handicapped  children 
must  be  made  available  for  all  the  specialists  serving  them.  An 
effort  to  create  such  awareness  is  represented  by  projects  under 
consideration  by  the  Indian  Conference  of  Social  Work,  including 
summer  workshops  for  social  workers  on  rehabilitation  concepts, 
and  short  courses  for  regular  teachers  concerning  physically  handi- 
capped children  (187). 
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The  1966  Ministry  of  Education  report  concluded  that  very 
little  on  the  whole  has  been  done  so  far  in  the  field  of  special 
education,  and  little  improvement,  for  a  variety  of  reasons,  seems 
likely  in  the  near  future.  At  the  same  time,  it  was  recognized 
as  important  that  a  serious  effort  to  start  or  to  extend  provisions 
of  this  kind  must  be  made  (150).  The  future  of  special  education 
is  intimately  intertwined  with  that  of  education  in  general,  where 
there  is  need  for  many  changes  and  improvements  which  face 
the  obstacles  of  limited  financial  resources  and  entrenched  tradi- 
tional practices.  Such  changes  include  increased  governmental 
regulation  of  the  quahty  and  structure  of  educational  programs, 
more  effective  control  of  irregular  attendance  and  dropping  out, 
the  training  of  better  prepared  and  better  motivated  teachers, 
improvement  in  the  status  of  teachers  and  teacher-training,  more 
rtealistic  and  less  artificial  and  rigid  academic  instruction,  and 
improvement  in  the  physical  equipment  and  supphes  of  the 
schools.  Perhaps  the  most  serious  single  obstacle  to  the  extension 
of  education  in  Asia  as  a  whole  is  the  scarcity  of  paper  for  writ- 
ing and  for  printing  books  and  other  educational  materials  (281). 


Chapter  4 


THE  MEDICAL  SERVICES 

Medical  services  in  India  are  faced  with  varied  and  serious 
problems.  Infectious  diseases  produce  more  death  and  disability 
in  India  than  in  the  West  (281).  About  half  a  million  persons  die 
of  tuberculosis  in  India  every  year,  and  5,000,000  to  10,000,000 
need  treatment  for  this  disease  annually.  Although  20,000,000 
children  were  born  in  Maharashtra  State  between  1952  and  1967, 
only  about  200,000  newborn  infants  were  given  BCG  vaccinations 
in  that  15-year  period.  In  1963,  of  the  93,000  smallpox  cases 
reported  for  the  entire  world,  nearly  two -thirds  (60,000  cases) 
were  from  India.  In  the  1965  epidemic  in  the  city  of  Bombay 
alone,  one  hospital  admitted  1,002  children  with  smallpox  in 
a  period  of  four  months.  And  though  a  combined  vaccine  to 
give  immunity  and  protection  against  diphtheria,  whooping  cough, 
and  tetanus  has  been  available  in  India  for  about  20  years, 
these  diseases  still  pose  a  serious  threat  to  Indian  children.  In 
1966  there  were  more  than  800  cases  of  paralytic  polioi  reported 
from  different  hospitals  in  Bombay;  only  one  out  of  five  children 
in  the  vulnerable  age  group  from  birth  to  five  years  received  the 
polio  vaccine  (469).  Malaria  has  been  the  number  one  health 
problem  in  India;  in  1953  alone  there  were  75,000,000  cases  ol 
the  disease  and  more  than  1,000,000  deaths  attributed  to  it, 
though  by  1970  it  is  expected  that  there  will  be  only  sporadic 
cases  (464). 

Industrial  and  traffic  accidents  are  increasing  rapidly.  There 
were  28,654  accidents  in  Greater  Bombay  during  1961,  of  which 
nearly  63%  were  the  fault  of  pedestrians.  The  influx  of  people 
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into  Ihc  city  who  have  been  accustomed  to  the  more  leisurely 
pace  of  village  life  accounts  for  this  in  part,  and  the  rapid  tempo 
of  change  in  vehicular  traflic  causes  difficulties  even  for  those 
who  have  always  lived  in  the  city.- Overcrowding  in  trains  causes 
railway  accidents,  which  are  the  most  common  and  the  most 
mutilating  of  accidents.  It  is  not  unusual  to  see  people  boarding  a 
moving  train  or  hanging  precariously  from  crowded  doorways 
(263). 

Since  the  conditions  that  cause  disability  are  closely  related 
to  such  factors  as  the  standard  of  living  and  the  level  of  medical 
services,  programs  of  prevention  are  needed.  Immunization  will 
almost  entirely  eliminate  polio.  Adequate  nutrition  will  help 
substantially  in  reducing  mental  retardation  through  decreasing 
the  number  of  premature  births  and  giving  infants  a  chance  to 
achieve  their  potential  for  full  development. 

Perhaps  nothing  is  more  important  in  the  field  of  positive 
health  of  children  in  this  country  than  ensuring  good 
nutrition  and  immunization  against  diseases  (469). 

The  Indian  Council  of  Medical  Research  has  established  nine 
specialized  research  centers  such  as  the  Virus  Research  Centre 
in  Poona  and  the  PoHomyelitis  Research  Unit  in  Bombay,  but 
it  will  take  a  long  time  to  make  available  enough  polio  vaccine 
to  treat  the  entire  child  population  (281). 

The  problem  of  infectious  diseases  will  persist  until  conditions 
such  as  overcrowded  housing  and  poor  sanitation  can  be  improved. 
A  1956  survey  in  the  city  of  Calcutta  indicated  that  more  than 
42%  of  the  households  had  an  average  of  only  30  square  feet 
of  room  space  per  person,  and  another  20i%  had  only  between 
30  and  80  square  feet  (52).  It  was  estimated  that  in  1962,  70%. 
of  the  people  living  in  urban  centers  lacked  a  proper  water 
supply,  and  only  3%  of  the  general  population  even  now  enjoy 
the  advantages  of  a  sewer  system.  Even  when  sanitary  condi- 
tions have  improved,  there  will  remain  the  problem  of  changing 
long-established  unhygienic  personal  habits  and  social  customs 
derived  in  part  from  unfavourable  living  conditions.  Gandhi  made 
strenuous  efforts  to  educate  the  general  populace  concerning  the 
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Utilitarian,  moral,  and  religious  values  of  improved  habits  related 
to  health  and  cleanliness,  but  certain  obstacles  to  this  reform 
persist.  For  instance,  the  persistence  of  the  caste  system  of  which 
Gandhi  also  disapproved,  in  which  cleaning  jobs  are  allocated 
to  the  "untouchables,"  accounts  for  the  fact  that  the  more  "clean" 
a  person  aspires  to  be,  the  less  willing  he  is  to  handle  dirt  in  any 
form  (281),  and  the  more  difficult  it  is  to  get  him  to  participate 
in  the  "do-it-yourself"  aspects  of  anti-pollution  and  other  environ- 
mental improvement  programs. 

With  more  than  80%  of  the  population  living  in  700,000 
villages  scattered  over  the  country  with  poor  intercommunica- 
tion, and  with  60%  of  these  villages  containing  less  than  500 
people  (411),  most  villagers  lack  adequate  medical  services  and 
do  not  know  what  to  do  about  a  congenital  deformity  or  a 
crippling  disease  or  an  accidental  injury  when  one  occurs;  they 
do  not  know  what  services  might  be  available  or  how  to  go 
about  seeking  reputable  service.  They  may  also  be  unable  to 
afford  the  cost  of  such  service,  and  since  specialized  medical 
and  surgical  treatment  is  usually  available  only  in  large  urban 
centers,  they  may  not  be  able  to  travel  there  for  such  treatment 
and  undergo  a  long  convalescence  or  a  stay  in  a  nursing  home. 
When  treatment  is  sought,  therefore,  people  are  likely  to  consult 
"medicine  men,"  herb  prescribers,  or  door-to-door  sellers  of 
locally  concocted  medicines.  It  is  a  tragic  irony  that  many  handi- 
caps are  not  only  worsened  but  may  also  be  supplemented  by 
other  handicaps  caused  directly  by  such  inexpert  treatment,  as  in 
the  case  of  blindness  (52). 

Although  the  superiority  of  scientific  western  medicine  over 
indigenous  medicine  had  been  demonstrated  to  the  satisfaction 
of  colonial  authorities  and  at  least  the  top  strata  of  Indian  society 
long  before  independence  was  achieved,  and  although  schools 
of  indigenous  medicine  were  closed  one  by  one  (281),  the  per- 
sisting lack  of  trained  medical  personnel  makes  it  likely  that  the 
villagje  practitioners  will  continue  to  flourish  for  some  time  to 
come.  There  are  only  85,000  trained  medical  doctors  in  India 
versus  literally  hundreds  of  thousands  of  "vaidyas"  and  "hakims," 
the  local  practitioners  whose  ministrations  the  Health  Minister 
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considers  to  be  of  dubious  value.  There  is  at  least  one  such 
practitioner  for  every  village,  and  since  85^  of  the  trained 
doctors  practice  in  urban  areas  where  at  most  only  2Q%  of  the 
general  population  live,  these  untrained  persons  "retain  the 
confidence  of  the  villagers,  without  competition"  (236).  It  has 
been  estimated  that  the  medical  needs  of  at  least  four-fifths  of 
the  Indian  population  are  still  being  met  by  these  traditional 
healers. 

Though  there  are  some  clinics,  hospitals,  and  dispensaries  even 
in  small  communities  in  India,  faciUties  for  the  identification  and 
treatment  of  handicapping  conditions  are  found  only  in  larger 
urban  centers.  Preventive  and  treatment  services  are  unlikely  to 
be  available  in  the  villages  where  most  of  the  people  live.  An 
example  of  an  effort  made  with  international  assistance  to  meet  the 
needs  of  this  rural  majority  is  a  demonstration  project  supported 
by  the  U.S.  Social  and  Rehabilitation  Service,  consisting  of  a 
mobile  hospital  which  travels  to  rural  villages  to  open  new  "eye 
camps."  People  who  need  medical  care  and  treatment  for  their 
eyes,  who  have  been  located  in  advance  by  the  rehabilitation 
team,  come  to  the  camp,  usually  bringing  a  bed  along.  After 
these  patients  have  received  the  surgery  and  treatment  they  need 
and  have  had  a  period  under  observation,  they  return  home, 
and  the  "eye  camp"  moves  on  to  another  village  where  still 
other  patients  are  waiting  (113).  Although  a  valuable  beginning, 
this  service  as  yet  is  important  as  a  demonstration  of  what  can 
be  done  rather  than  in  terms  of  making  real  inroads  on  the 
needs  to  be  served. 

Even  when  a  hospital  is  accessible,  the  limited  personnel,  space, 
and  facilities  result  in  acceptance  of  only  the  more  serious  cases, 
and  their  early  discharge  before  rehabilitation  procedures  have 
been  completed.  But  there  are  no  convalescent  homes  in  India 
for  patients  needing  long-term  recuperation,  for  whom  a  brief 
hospital  stay  is  not  sufficient. 

Efforts  at  rehabilitation  are  further  complicated  by  the  Indian 
client's  naivete  concerning  the  nature  and  purpose  of  modern 
rehabilitation  techniques  (2161).  A  person  who  has  all  his  life 
sought  help  in  superstitious  rituals,  charms,  and  bargains  with 
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the  gods  may  find  it  difficult  to  understand  the  real  significance 
of  rehabilitation  procedures."^ 

Social  and  psychological  factors  complicate  the  adoption  of 
desirable  preventive  measures,  as  illustrated  by  the  problem  of  a 
special  form  of  cancer  found  in  India  that  is  almost  completely 
unknown  in  the  U.S.A.  and  Europe.  Betel  quid  cancer  results 
from  the  Indian  habit  of  chewing  betel  leaf  or  betel  nut.  The 
tumor  usually  occurs  in  the  lower  left  fining  of  the  cheek,  and 
may  perforate  the  external  cheek  especially  if  it  has  been  cauter- 
ized by  a  village  "healer."  A  third  of  all  new  cancer  patients 
registered  in  one  year  at  the  Christian  Medical  College  in  Vellore 
had  cancer  of  the  mucous  membranes  of  the  mouth  or  gums, 
in  contrast  to  only  4%  oral  carcinoma  cases  among  new  cancer 
patients  reported  in  one  year  to  the  Connecticut  Tumor  Registry 
in  the  U.S.A.  Betel  chewing  in  all  social  classes  is  sanctioned 
by  ancient  refigious  and  social  customs.  The  fact  that  64%  of 
the  Vellore  cases  were  on  the  left  side  of  the  mouth  is  said  to 
result  from  ancient  Hindu  religious  teaching  that  the  right  hand 
is  the  clean  one  for  touching  food,  and  therefore  a  quid  inserted 
with  the  right  hand  more  easily  moves  to  the  left  side  of  the 
mouth.  Some  workmen  chew  all  day  long,  and  some  even  sleep 
with  a  quid  in  the  mouth.  Of  123  betel-chewing  cancer  cases 
at  Vellore,  54^  chewed  one  to  five  quids  daily,  and  7%  chewed 
more  than  20.  About  60%  of  the  persons  either  were  given  no 
treatment  because  they  were  inoperable,  or  failed  to  return  to 
the  hospital  after  their  initial  visit  (43).  Even  when  the  medical 
factors  are  more  clearly  understood,  there  will  still  remain  the 
problem  of  coping  with  the  social  and  psychological  factors  sup- 
porting the  habit. 

It  is  axiomatic  that  medical  treatment  cannot  be  divorced  from 
the  personal  and  social  needs  that  accompany  the  physical  defect. 
Of  the  500  orthopedically  handicapped  persons  interviewed  in 
one  study  (52),  49%  were  unmarried,  and  of  these  nearly  two- 
thirds  were  unmarried  because  of  the  disability  itself  or  the 
disability  combined  with  the  financial  problems  it  created.  Only 

*  At  a  1968  research  conference  at  Trivandnjm,  cases  were  cited 
illustrating  how  even  well  educated  Indians  often  in  times  of  stress 
revert  to  a  dependence  on  nonscientific  explanations  and  attempted 
solutions  for  their  problems. 
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19%  required  the  assistance  of  others  in  carrying  out  their 
daily  activities.  More  than  a  third  (34%)  reported  no  leisure- 
time  activities,  and  most  of  these  persons  were  illiterates.  Of 
the  hobbies  reported,  the  highest  percentage  (17%)  was  for 
reading,  and  interestingly  enough  the  next  higliest  percentage 
(11%)  was  for  sports  and  physical  culture.  About  a  fourth  of 
the  500  (26%)  reported  having  no  friends  at  all.  Only  15% 
reported  normal  reactions  to  their  disability,  the  others  indicating 
feelings  of  inferiority,  shame,  insecurity,  or  isolation.  Most  of 
those  reporting  normal  reactions  had  only  minor  disabilities. 
About  218%  of  the  cases  were  illiterate,  and  34%  either  did  not 
study  at  all  or  studied  at  home.  Nearly  three-fourths  of  those 
who  did  attend  school  were  not  accepted  as  equals  by  their 
classmates,  though  the  brighter  or  less  severely  disabled  were 
better  accepted. 

Medical  treatment  without  social,  psychological,  and  vocational 
services  cannot  effectively  rehabilitate  handicapped  beggars.  In 
Lucknow  in  1967,  a  study  was  made  of  lOO  handicapped  beggars, 
of  whom  the  largest  percentage  (46%)  were  blind,  followed  by 
the  orthopedically  handicapped  (26%),  those  with  leprosy  (18%), 
and  the  deaf  and  dumb  (10%).  Only  20%  were  female,  most 
of  whom  were  either  blind  or  suffering  from  leprosy,  and  58% 
were  in  the  age  group  45-55,  with  none  below  the  25-30  age 
group.  Half  were  married,  40%  single,  10%  widowers.  As  to 
religion,  58%  were  Hindus,  42%  Mushm,  with  no  Christian  or 
Sikh  beggars;  the  largest  percentage  came  from  the  lower  castes. 
Fifty-six  per  cent  were  illiterate.  Seventy-two  per  cent  had  migrated 
from  other  villages  and  towns  in  the  state,  with  only  28%  who 
had  been  born  in  Lucknow,  though  over  half  had  not  moved 
for  a  period  of  at  least  five  years.  Income  ranged  from  20  to 
90  rupees  per  month,  the  Wind  having  the  highest  income.  All 
had  some  other  addiction,  for  alcohol  or  drugs  or  smoking  or 
gambUng.  Of  the  total  group,  60%  were  pavement  dwellers,  and 
those  who  lived  with  their  families  had  poor  relationships  with 
them.  Less  than  half  (43%)  were  satisfied  with  their  present 
earnings;  most  were  dissatisfied,  and  disliked  being  partially 
dependent  on  their  families.  They  spent  most  of  their  earnings 
on  food,  none  on  clothing  or  Hving  accommodations,  but  did  spend 
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money  on  drinks,  drugs,  tobacco,  and  the  cinema;  even  some 
of  those  who  were  blind  or  had  leprosy  went  to  the  movies. 
ITiey  deplored  the  growing  indifference  to  the  practice  of  giving 
alms.  Among  the  ways  of  attracting  attention  was  the  exposure 
of  their  physical  disability  or  disease  while  assuming  a  pitiful 
mien.  They  usually  frequented  places  where  people  gathered  for 
purposes  such  as  marketing,  religious  worship,  or  recreation. 
Extreme  sexual  frustration  was  reported  by  60%  (429). 

The  complex  needs  of  handicapped  beggars  illustrate  the  fact 
that  such  provisions  as  are  available  need  to  be  organized  and 
coordinated  to  a  greater  extent  than  at  present,  especially  in  the 
area  of  diagnosis  and  evaluation  of  the  multiple  factors  affecting 
individual  cases. 

One  of  the  greatest  rehabilitation  needs  in  India  is  a 
centralized  and  comprehensive  evaluation  service  encom- 
passing physical,  psychological,  social  and  vocational  ser- 
vices (403). 

It  is  emphasized  that  this  evaluation  service  should  not  be 
restricted  to  any  one  category  of  handicap.  The  tendency  in  India, 
as  in  many  other  Asian  countries,  has  been  to  develop  special 
agencies  to  deal  with  a  particular  health  problem,  such  as  the 
National  Malaria  Eradication  Project,  the  Family  Planning  Pro- 
gramme, and  the  Anti-Smallpox  Campaign.  Also  as  in  other  coun- 
tries there  may  be  duplication  of  effort  and  consequent  inefficient 
use  of  resources  by  various  agencies  working  on  the  same  problem. 
For  example,  in  the  city  of  Vellore  with  a  population  of  150,000 
there  are  three  rehabilitation  centers  working  with  those  disabled 
by  leprosy;  they  provide  sheltered  workshop  training  in  cottage 
industries,  in  the  preparation  of  audiovisual  aids,  and  in  manu- 
facturing machine  parts  respectively,  but  there  is  little  integration 
among  these  programs. 

It  has  been  recommended  that  all  medical  college  hospitals  in 
every  state  have  orthopedic,  physical  medicine,  and  rehabilitation 
departments.  There  are  some  hospitals  that  make  special  provisions 
for  crippled  children,  such  as  the  Children's  Orthopaedic  Hospital 
in  Bombay,  the  Bai  Jerbai  Wadia  Hospital  for  Children  in 
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Bombay,  the  Polio  Clinic  in  Hyderabad,  and  the  Rotary  Clinic 
in  Calcutta,  though  even  in  these  cities  the  pressure  of  long 
waiting  lists  leads  to  discharge  before  the  process  of  rehabilitation 
is  completed. 

Even  routine  hospital  care  is  accessible  to  only  a  small  propor- 
tion of  the  general  population.  A  third  of  the  hospital  beds 
available  are  concentrated  in  the  125  teaching  hospitals  located 
in  urban  centers.  The  smaller  general  hospitals  have  few  facilities 
for  special  care;  they  often  have  poor  dispensaries  and  kitchens, 
a  limited  number  of  trained  personnel,  poor  maintenance  of  faci- 
lities, and  conditions  encouraging  the  spread  of  infection,  such  as 
overcrowding,  unsatisfactory  toilet  arrangements,  and  dependence 
for  routine  care  on  relatively  untrained  persons  or  relatives  of 
the  patient.  At  the  same  time,  housing  conditions  are  in  general 
so  poor  that  satisfactory  medical  care  can  rarely  be  provided  in 
the  home  environment  (281). 

Evidence  of  the  need  for  medical  services  vv^as  provided  by 
the  Bangalore  survey  which  pointed  out  that  although  92  of  the 
non-institutionalized  persons  included  in  the  study  used  public 
transportation,  their  movements  would  have  been  facilitated  by 
special  aids  like  braces  and  crutches  which  they  did  not  possess. 
War  veterans  were  provided  with  wheelchairs  or  tricycles,  but  there 
was  no  evidence  as  to  what  was  provided  for  the  other  institution- 
alized persons.  It  was  pointed  out,  incidentally,  that  the  number 
of  handicapped  women  staying  in  institutions  is  relatively  small. 

In  the  Delhi  survey,  nearly  30%  of  the  221  handicapped  persons 
studied  had  had  no  treatment  at  all  for  the  handicapping  condition. 
Of  those  who  had  had  some  form  of  treatment,  1S%  reported 
that  the  treatment  had  not  helped  them.  The  survey  sponsored 
by  the  central  government  in  the  village  of  Kelod  led  to  the 
conclusion  by  the  investigators  that  the  social  milieu  of  the  com- 
munity was  not  compatible  with  health.  The  load  of  chronic 
disease,  disorder,  and  defect  was  tremendous,  provisions  for  the 
care  and  rehabilitation  of  the  handicapped  was  greatly  needed, 
and  the  people  in  this  community  Uke  the  rest  of  the  general 
population  living  in  villages  were  sadly  in  need  of  the  benefits  of 
modern  medicine. 
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The  extent  of  the  need  for  rehabihtation  for  physically  handi- 
capped children  is  indicated  by  the  experience  of  various  hospitals. 
A  partial  list  of  the  patients  referred  to  the  occupational  therapy 
department  of  Niloufer  Hospital  in  Hyderabad  in  1966  provided 
a  'total  of  267  persons  in  need  of  long-term  in-patient  or  out- 
patient treatment  (107): 


PoUo 

108  cases 

Hemiplegia 

36 

Cerebral  palsy 

37 

T.B.  meningitis 

30 

Encephalitis 

13 

Infantile  paralysis 

7 

Mental  retardation 

3 

Paraplegia 

2 

Other  forms  of  paralysis 

9 

Inability  to  walk 

4 

Rheumatoid  arthritis 

4 

Contracture  knee  joints 

1 

Fractures 

1 

Other  minor  conditions 

12 

Total 

267 

Bomba;y  is  the  only  city  with  children's  hospitals  —  two  with  a 
total  of  250  beds.  In  hospitals  attached  to  medical  colleges  there 
are  beds  reserved  for  children,  the  number  varying  from  25  to  50. 
Ttere  are  four  such  medical  college  hospitals  in  Bombay,  and 
one  each  in  four  other  cities.  In  other  general  hospitals  through- 
out Maharashtra  State  a  few  beds,  from  five  to  15  in  number, 
are  reserved  for  chiUdren.,  The  number  of  beds  is  far  too  few  in 
proportion  to  the  total  number  of  children,  and  the  personnel 
caring  for  them  are  usually  not  well  trained.  Chief  attention  is 
given  to  the  reUef  of  acute  conditions,  with  little  follow-up  of 
those  released.  Child  guidance  clinics  are  now  attached  to  teach- 
ing hospitals  and  in  better  equipped  hospitals,  and  here  the 
mentally  handicapped  are  taken  care  of.  Special  departments  for 
the  deaf  and  the  blind  are  being  formed.  Preventive  services  now 
available  are  vaccinations  of  various  kinds,  and  health  and  acci- 


104  SERVICES  rOR  THE  HANDICAPPED  IN  INDIA 

dent-prevention  education,  but  many  fail  to  get  the  smallpox 
vaccination,  and  are  not  revaccinated  often  enough  (88). 

Bombay  has  nine  institutions  with  facilities  for  treating  and 
rehabilitating  children  with  minor  and  moderate  handicaps,  besides 
giving  some  help  to  the  severely  handicapped  : 

Municipally  owned  and  managed:  three 

State  run  :  three 

Central  Govt,  with  some  municipal  and  state  assistance:  one 
Run  by  voluntary  organizations  :  two 

All  but  two  have  orthopedic  surgeons;  all  have  physical  thera- 
pists, occupational  therapists,  and  medical  social  workers. 
Voluntary  organizations  such  as  the  Children's  Aid  Society  and 
the  Bombay  City  Council  for  Child  Welfare  help  in  special 
education  projects  from  time  to  time.  j 

An  acute  shortage  of  trained  rehabilitation  personnel  continues 
to  limit  medical  services  for  the  handicapped.  In  1967  there  was 
a  total  of  about  125  orthopedic  surgeons  in  India,  with  an  annual 
increment  of  15  trained  in  India  and  abroad.  Although  at  the 
beginning  of  the  Second  World  War  there  were  hardly  any  fully 
trained  orthopedic  surgeons  in  India,  there  are  now  such  surgeons 
in  most  of  the  larger  cities.  However,  the  usefulness  of  such  a 
specially  trained  surgeon  is  limited  by  a  lack  of  trained  orthopedic 
nurses;  inadequate  accommodations  for  patients;  lack  of  a  national 
plan  for  a  campaign  along  the  lines  of  prevention,  early,  discovery, 
treatment  and  after-care  of  crippling  conditions;  lack  of  the  team 
concept  of  cooperating  services  in  rehabilitation;  and  the  fact  tMat 
the  specially  equipped  and  staffed  hospitals  started  during  the 
war  for  rehabilitating  the  injured  were  not  continued  in  operation. 
Orthopedic  surgeons  particularly  need  the  support  of  occupational 
therapists  and  physical  therapists  in  handling  their  cases,  and 
although  the  number  of  such  paramedical  personnel  is  increasing 
the  total  still  falls  far  short  of  the  number  needed  (279). 

Fortunately  there  has  been  a  steady  increase  in  the  number 
of  medical  schools  and  students.  Medical  colleges  numbered  15 
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in  1946  and  81  in  1965,  with  an  enrollment  capacity  for  new 
students  rising  from  1,200  to  more  than  10,000.  However,  the 
number  actually  graduating  has  not  increased  proportionately, 
because  the  training  period  has  also  been  lengthened.  The 
distribution  of  the  physicians  trained  is  uneven;  in  1960  the  ratio 
of  doctors  to  population  in  urban  areas  was  five  times  greater 
than  that  in  rural  areas  (281).  The  steady  increase  in  the  number 
of  primary  health  centers  designed  to  provide  an  integrated 
pattern  of  services  outside  urban  areas  may  partially  correct  this 
problem  if  medical  personnel  can  be  attracted  to  them. 

One  of  the  earliest  medical  training  centers  was  that  of  the 
Ludhiana  Christian  Medical  College  and  Hospital  in  the  northern 
region  of  Punjab,  founded  by  Dr.  Edith  Mary  Brown,  a  British 
physician.  Starting  with  a  three-bed  hospital  and  a  student  body 
of  four,  the  five-year  medical  training  program  now  includes  500 
in-patients,  an  annual  enrollment  of  50  new  medical  students, 
with  about  equal  numbers  of  men  and  women,  and  a  professional 
staff  of  204.  In  its  75  years  of  existence  the  medical  college  has 
graduated  more  than  3,500  medical  and  health  personnel,  includ- 
ing 1,500  physicians.  Financial  support  comes  from  the  central 
and  state  goverrmaents  and  from  23  mission  boards  and  societies 
throughout  the  world  (253). 

General  medical  training  needs  more  emphasis  on  handicapping 
conditions  and  rehabilitation  procedures  and  services,  in  order 
to  increase  the  physician's  effectiveness  in  coping  with  the  health 
and  medical  problems  of  the  general  public.  The  pediatrician 
is  in  a  strategic  position  to  assist  in  various  preventive  measures 
that  might  reduce  the  incidence  of  cases  such  as  polio  and  TB 
and  injuries  resulting  from  accidents,  to  diagnose  and  assess 
handicapping  conditions,  and  to  help  parents  to  understand  and 
meet  the  needs  of  their  handicapped  children  (107),  but  few  of 
them  have  adequate  preparation  for  a  role  of  this  kind. 

There  is  no  post-graduate  specialization  in  Maharashtra  State 
for  physical  medicine  and  rehabilitation,  though  the  All  India 
Institute  of  Physical  Medicine  and  Rehabilitation  in  Bombay 
does  organize  short  orientation  courses  for  physicians  and  other 
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personnel  every  year  (370).  These  include  six  months'  courses 
for  physicians  in  the  techniques  of  physical  medicine  and  rehabili- 
tation, courses  for  medical  internes,  courses  for  rehabilitation 
nurses  and  social  workers,  plus  a  program  of  visits  from  medical 
students  from  all  over  India  and  from  other  countries.  Under- 
graduate clinical  training  for  social-work  students  is  also  given 
at  the  AIIPMR,  besides  practical  field  courses,  lectures,  and 
demonstration  courses  for  graduate  social  workers  (448). 

Some  figures  concerning  the  ratio  of  various  health  personnel 
in  India  to  the  population  were  given  as  follows  for  the  years 
1956-66  (366): 


Personnel 

Total  Number 

Ratio  to  Population 

Doctors 

86,000 

5,700 

Midwives  and  auxiliary 
nurse  midwives 

36,000 

13,700 

Health  visitors 

4,200 

111,800 

Dais* 

25,000 

27,000 

In  1968  the  following  totals  were  gtven  for  registered  health 
personnel  (166): 

Medical  doctors 

97,768 

Nurses 

51,746 

Auxiliaries  and  midwives 

68,979 

Health  visitors 

2,832 

Sanitary  inspectors 

48,000 

As  another  source  indicated,  steady  progress  has  been  made 
in  increasing  these  numbers.  Between  1950  and  1963,  the  num- 
ber of  physicians  per  100,000  of  the  general  population  rose  from 
16.9  to  17.7;  of  nurses,  4.3  to  8.9;  and  of  midwives,  2.7  to  10.5. 
However,  the  rate  of  increase  has  been  far  too  slow  to  meet  the 
pressing  health  needs  of  the  population,  especially  a  steadily  grow- 


*  Dais  lare  midwiws  without  foirlmal  triaining,  whoi  have  usually  learned 
tlueir  skills  from  their  mothers^ 
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ing  population.  And  since  many  of  the  older  Indian  physicians 
received  just  a  two-year  period  of  training  in  programs  that  have 
only  recently  been  upgraded,  the  professional  competence  of 
medical  personnel  is  probably  quite  uneven.  There  is  continu- 
ing debate  over  the  question  as  to  whether  insistence  on  a  higher 
level  of  training  for  a  limited  number  may  deny  many  people 
the  medical  services  that  might  be  provided  by  less  completely 
trained  but  more  numerous  personnel  (281). 

There  are  only  half  as  many  nurses  as  doctors,  with  a  similar 
shortage  of  midwives.  Many  factors  are  involved,  such  as  a 
shortage  of  training  facilities  and  the  limited  number  of  girls 
with  sufficient  education  to  undertake  the  training.  But  an  ad- 
ditional important  cause  is  the  abhorrence  which  upper-class 
Hindus  feel  for  bodily  contacts,  especially  the  kind  involved  in 
nursing  and  midwifery.  Parents  are  often  unwilling  to  provide 
their  daughters  with  such  specialized  education  since  they  want 
them  to  marry  early,  or  they  may  frown  on  the  idea  of  their 
daughters'  working  outside  the  home,  since  this  is  not  consider- 
ed appropriate  for  girls  from  higher-class  homes,  or  for  married 
women  (281). 

Shortages  include  other  paramedical  personnel  such  as  occupa- 
tional therapists  and  physical  therapists.  Until  the  1950's  neither 
of  the  professions  of  occupational  therapy  and  physical  therapy 
was  well  known,  and  occupational  therapy  was  confused  with 
simple  diversion  and  purposeless  occupation  of  patients.  Before 
1950  there  had  been  a  few  British  occupational  therapists  with 
their  army  during  the  war  years,  but  these  did  not  remain  long 
in  the  country  (335).  Occupational  therapy  was  introduced  into 
India  in  1950  by  Mrs.  Kamala  Nimbkar,  who  started  the  first 
School  for  Occupational  Therapy  at  the  King  Edward  Memorial 
Hospital  of  the  Bombay  Municipal  Corporation,  founded  the  All 
India  Occupational  Therapists'  Association  in  1952,  and  started 
publication  of  the  quarterly  journal  Occupatioml  Therapy  and  Re- 
luibilitation  in  Asia  in  1960  (later  renamed  The  Journal  of  Re- 
habilitation in  Asia).  The  All  India  Occupational  Therapists' 
Association  has  now  become  a  council  member  of  the  World  Con- 
federation of  Occupational  Therapists,  and  appUes  this  organiza- 
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tion's  standards  to  the  program  in  the  two  schools  it  recognizes, 
in  Bombay  and  in  Nagpur  (founded  in  1958  at  the  Medical 
College  and  Hospital  in  Nagpur  by  the  Slate  of  Bombay). 

Other  than  the  partial  training  for  medical  corpsmen  of  the 
Indian  army  by  English  physiotherapists  during  World  ^Var  II, 
there  was  no  physical  therapy  training  until  1953  when  the  Phy- 
siotherapy Centre  formed  in  the  KEM  Hospital  in  1952  began  to 
take  students  for  training,  a  program  jointly  sponsored  by  WHO, 
the  Government  of  India,   Bombay  State,  and  the  Bombay 
Municipal  Corporation.  When  the  first  class  finished  its  training, 
the  members,  along  with  a  few  foreign-trained  therapists,  formed 
the  Indian  Association  of  Physiotherapists  and  set  down  minimum 
requirements  for  training  to  qualify  for  membership.  In  1953  a 
training  program  leading  to  a  certificate  was  started  at  the 
Emery  Hospital  of  the  Salvation  Army  at  Anand,  Bombay  State, 
and  the  Children's  Orthopaedic  Hospital  in  Bombay  gave  in- 
service  training  for  the  partially  trained  veterans  on  its  staff. 
From  1957  on,  the  Indian  Army  trained  its  own  physiotherapists 
at  two  centers,  in  Poona  and  Delhi,  with  two  Indian  therapists 
as  instructors  who  received  their  training  in  England.  In  1958 
Madras  State  initiated  the  physiotherapy  training  of  nurses  for 
service  in  state  hospitals  and  institutions,  and  that  same  year  a 
team  of  Russian  physical  medicine  experts  started  a  program  at 
the  Kalawati  Saran  Children's  Hospital  in  New  Delhi,  with  special 
emphasis  on  remedial  exercise  and  electrotherapy.  All  of  these 
programs  were  certificate  programs  except  for  the  diploma  pro- 
gram at  the  KEM  Hospital,  and  were  undergraduate.  The  first 
post-graduate  course  was  given  at  the  All  India  Institute  of 
Physical  Medicine  and  Rehabilitation  in  the  KEM  Hospital  in 
1956  (335). 

Tlie  Government  of  West  Bengal  proposes  to  train  both  physical 
and  occupational  therapists  in  a  School  of  Physical  Medicine 
which  it  has  established  at  the  Institute  of  Postgraduate  Medical 
Education  and  Research  in  the  S.S.K.M.  Hospital  in  Calcutta. 
In  addition  there  are  physical  therapists  who  have  been  trained 
by  the  army,  some  nurses  with  such  training,  and  a  few  blind 
tramees  (335). 


THE  MEDICAL  SERVICES 


109 


Figures  for  training  facilities  as  of  March  1964  were  as  follows: 

Occuputioml  therapy  (total  of  175  qualified  OT's) 

3  graduate  occupational  therapy  schools 

2  institutes  offering  post-graduate  courses 

16  occupational  therapy  departments  in  Bombay 

66  occupational  therapy  departments  outside  Bombay 

Physical  therapy  (total  of  about  200  qualified  PT's) 

5  graduate  physiotherapy  schools,  including  one  about  to 
start  functioning  at  the  time 

2  institutes  offering  post-graduate  courses 

20  physiotherapy  departments  in  Bombay 

70  physiotherapy  departments  outside  Bombay 

The  United  Nations  report  which  provided  these  data  stated  that 
50  occupational  therapists  and  50  physical  therapists  were  trained 
annually  in  the  various  programs  (448).  But  as  one  rehabiUtation 
expert  points  out,  figures  given  for  trainees  need  to  be  interpreted 
in  terms  of  the  number  qualifying  versus  the  number  who  actually 
remain  in  India.  An  occupational  therapy  department  in  the  above 
listing  means  that  there  is  an  occupational  therapist  on  the  staff 
and  that  some  service  is  given,  varying  in  amount  from  one  setting 
to  another  (187). 

Occupational  therapy  is  now  available  for  the  orthopedically 
handicapped  child  in  Bombay  in  four  municipal  hospitals,  two 
state  hospitals,  the  central  government  All  India  Institute  for 
Physical  Medicine  and  Rehabilitation,  and  four  voluntary  institu- 
tions including  the  Mahatma  Gandhi  Memorial  Hospital.  This 
kind  of  service  is  also  available  in  a  few  other  settings  such 
as  two  railway  hospitals  and  institutions  for  the  mentally  retarded 
which  include  among  their  patients  some  children  with  physical 
disabilities,  providing  a  total  of  eleven  occupational  therapy  depart- 
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ments  in  the  city  of  Bombay.  Outside  the  city  there  are  three 
such  departments  in  Nagpur,  one  in  Poona,  and  another  in 
Aurangabad.  Tliese  do  not  include  the  occupational  therapy 
services  available  in  three  homes  for  crippled  children  operated 
by  the  Directorate  of  Social  Welfare  (333). 

There  are  two  types  of  occupational  therapy  training  programs 
at  present,  one  for  two  years  leading  to  a  diploma,  and  another 
for  two  and  one-half  years  leading  to  a  B.Sc.  degree.  The  schools 
for  this  training  are  as  follows  (187,196,225): 

Bombay:  King  Edward  Memorial  (KEM)  Medical  College 
and  Hospital.  Founded  1950.  Diploma  course. 

Nagpur:  Medical  Center  and  Hospital.  Founded  1958.  Spon- 
sored by  Maharashtra  State,  and  now  also  affiliated 
with  Nagpur  University.  Degree  program  leading  to 
the  Bachelor  of  Science  degree  at  the  university. 

Delhi:  Jawaharlal  Nehru  Institute  for  Physical  Medicine 
and  Rehabilitation  under  Mr.  Swarup.  Formerly 
combined  with  a  physical  therapy  training  pro- 
gram. Diploma  course. 

The  two-year  program  of  training  in  occupational  therapy  at 
the  Jawaharlal  Nehru  Institute  of  Physical  Medicine  and  Rehabili- 
tation in  New  Delhi  enrolled  22  students  in  1968  as  contrasted 
with  only  seven  in  1960.  Occupational  therapy  units  have  now 
been  established  in  three  hospitals  in  that  area,  including  a  mental 
hospital  (161).  The  post-graduate  course  at  the  All  India  Institute 
of  Physical  Medicine  and  Rehabilitation  varies  in  length  but  usually 
lasts  for  only  three  months  and  deals  exclusively  with  the  ortho- 
pedically  handicapped. 

Training  in  physical  therapy  is  offered  at  the  following  places: 
Bombay:  King  Edward  Memorial  Medical  College  and  Hospital. 
Founded  1953.  Two-year  diploma  course  following  the  pre- 
requisite inter-science  college  program.  Approved  by  the 
Association  of  Physiotherapists  in  India. 
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Nagpur:  Medical  Center  and  Hospital.  Founded  1964.  Two-year 
diploma  course. 

Delhi:  Jawahaxlal  Nehru  Institute  of  Physical  Medicine  and 
RehabiUtation.  Two-year  diploma  course.  Recently  was 
separated  from  the  occupational  therapy  course  at  the  re- 
quest of  the  government. 

Madras:  Madras  General  Hospital.  Founded  by  Dr.  Natarajan 
in  1960.  Two-year  diploma  course. 

Vellore:  Christian  Medical  College  and  Hospital.  Founded  1962. 
Two-year  diploma  course.  Also  a  short  course  for  those 
working  with  leprosy -affected  persons. 

Bangalore:  Short-term  certificate  course  lasting  from  one  to  one 
and  one-half  years.  Sponsored  by  Mysore  government. 

In  addition,  a  bhnd  physical  therapist  in  Gujarat  State  had 
operated  a  two-year  physical  therapy  training  program  for  four 
or  five  years,  but  when  the  man  died  the  school  was  eventually 
dissolved.  Blind  students  receive  physical  therapy  training  at  the 
Poona  School  and  Home  for  the  Blind.  Other  physical  therapists 
are  trained  at  the  Kalavati  Saran  Children's  Hospital  in  New 
Delhi,  and  at  two  Army  Schools  of  Physical  Therapy  in  Delhi 
and  Poona  under  the  direction  of  the  Armed  Forces  Medical 
Services  (448).  A  three-month  postgraduate  course  is  offered 
at  the  All  India  Institute  of  Physical  Medicine  and  Rehabilitation, 
but  as  in  the  case  of  the  occupational  therapy  course  it  deals  here 
only  with  the  orthopedically  handicapped.  The  Director  of  this 
Institute  reports  that  in  the  ten -year  period  from  1957  to  1967, 
the  Institute  trained  152  physical  and  occupational  therapists,  56 
physicians,  91  nurses,  80  social  workers,  vocational  counsellors, 
and  employment  officers,  and  60  prosthetists  and  orthotists. 

As  indicated  earlier,  the  first  program  for  training  in  physical 
therapy,  as  in  occupational  therapy,  appeared  in  Bombay  (333) 
at  the  King  Edward  Memorial  Medical  College  and  Hospital, 
and  resulted  from  the  collaboration  among  the  Government  of 
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India,  WHO,  Bombay  State  (now  the  separate  states  of  Maha- 
rashtra and  Gujarat),  and  the  Bombay  Municipality.  All  the  centers 
providing  occupational  therapy  services  also  provide  physical 
therapy  except  the  hospitals  in  Aurangabad  and  Poona. 

In  the  future  it  might  be  desirable  to  incorporate  training  pro- 
grams for  occupational  and  physical  therapy  students  in  univer- 
sity curricula.  Students  in  these  specialties  at  the  Institute  for 
Physical  Medicine  and  Rehabilitation  in  New  Delhi,  for  example, 
have  very  limited  space  and  Hbrary  facilities  in  their  present  set-up. 

The  lack  of  adequately  trained  physical  therapists  for  leprosy 
worik  has  led  to  the  development  of  short-term  courses  six  to 
nine  months  in  length,  although  efforts  are  being  made  to  require 
them  all  to  last  for  nine  months.  These  courses  are  offered  in 
three)  places,  including  the  Hind  Kusht  Nivaran  Sangh  in  Vellore 
(470)  and  the  program  at  the  Gandhi  Memorial  Leprosy  Founda- 
tion in  Wardha  (187).  While  persons  with  this  experience  are 
much  needed,  can  they  appropriately  call  themselves  physiothera- 
pists? This  subject  was  discussed  at  a  recent  All  India  Conference 
of  Leprologists  held  in  Madras,  where  a  resolution  was  passed  call- 
ing for  consideration  of  an  alternative  title  for  those  with  limited 
training,  and  for  the  appointment  of  a  committee  to  discuss  their 
curriculum  (470).  A  term  such  as  "physiotherapy  technician" 
might  stress  the  fact  that  such  a  person  is  not  a  physiotherapist 
but  just  a  technician  .  .  ."  ''a  glorified  Ward  Boy  who  knows 
the  few  basic  hand  exercises,  wax  bath,  and  plastering  of  feet" 
in  the  case  of  work  with  leprosy  patients  (327).  Those  who  have 
been  given  a  full  program  of  training  should  be  accorded  proper 
status. 

At  the  4th  Pan  Pacific  Rehabilitation  Conference  held  in  Hong 
Kong  in  September  1968,  the  desirability  of  a  training  course  to 
qualify  personnel  for  general  routine  procedures  in  rehabihtation, 
which  would  mean  a  shorter  and  more  limited  type  of  preparation 
than  that  developed  in  most  countries  for  paramedical  workers 
such  as  occupational  therapists  and  physical  therapists,  was  de- 
bated. It  was  pointed  out  that  workers  with  limited  qualifications 
should  not  be  added  to  a  staff  unless  there  are  adequately  trained 


THE  MEDICAL  SERVICES 


113 


personnel  to  supervise  them,  because  of  the  danger  that  without 
such  supervision  patients  may  in  general  receive  inferior  care, 
and  also  these  poorly  trained  workers  might  come  to  be  accepted 
in  place  of  suitably  trained  paramedical  personnel  (323). 

When  the  army  organized  a  program  of  rehabilitation  during 
World  War  II  for  wounded  servicemen,  they  imported  about  20 
English  physiotherapists  and  gave  a  short-term  4^  months'  theo- 
retical course  for  so-called  uneducated  nursing  orderlies  and  put 
them  to  work.  All  the  physiotherapists  employed  by  the  Children's 
Orthopaedic  Hospital  in  Bombay  when  it  was  started  were  ex- 
servicemen  who  had  had  j&ve  years  of  army  experience  and  then 
12  years'  experience  (up  to  the  time  of  reporting  in  1965)  that 
qualified  them  as  physiotherapists.  They  received  credentials  for 
their  work  from  visiting  WHO  specialists  (64). 

Even  fully  quahfied  therapists  may  not  work  up  to  their  full 
capacity  because  those  for  whom  and  with  whom  they  work  do 
not  understand  how  to  employ  them  most  effectively.  Physical 
therapists  working  with  leprosy  patients,  for  example,  may  spend 
much  of  their  time  just  making  footwear.  If  the  occupational 
therapist  or  physical  therapist  had  the  services  of  a  general 
technician  who  could  give  specific  kinds  of  treatment,  the  trained 
therapist  would  be  released  for  the  special  cases  needing  individual 
attention.  Their  services,  like  those  of  other  specialized  rehabili- 
tation personnel,  would  benefit  from  the  setting  up  of  a  fully 
staffed  center  for  making  a  number  of  studies  incorporating  the 
experience  and  knowledge  of  specialists  as  advisors  or  con- 
sultants. This  speciahzed  experience  and  knowledge  needs  to  be 
collected  and  published  so  that  it  can  be  made  available  to 
others  (327). 

Although  no  speech  therapists  are  yet  available,  some  work 
with  speech  problems  has  been  incorporated  into  the  occupational 
therapy  provided  for  individual  children.  A  few  speech  therapists 
trained  abroad  have  returned  to  work  on  a  part-time  basis  at 
places  like  the  Children's  Orthopaedic  Hospital  and  the  B.Y.L. 
Nair  Municipal  Hospital  in  Bombay.  Speech  therapy  was  added 
to  the  services  of  the  All  India  Institute  of  Physical  Medicine 
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and  Rehabilitation  in  November  1960  when  a  person  with  an 
M.A.  in  speech  returned  from  the  U.S.A.  (333).  A  great  need 
for  training  speech  therapists  is  recognized  (370),  and  may  gra- 
dually be  met  as  a  result  of  the  special  speech  and  hearing 
projects  discussed  in  the  section  on  the  deaf.  Perhaps  the  most 
significant  of  these  is  that  of  the  All  India  Institute  of  Speech 
and  Hearing  in  Mysore. 

The  shortage  of  professionally  trained  social  workers  is  illus- 
trated by  the  fact  that  in  the  1967  Directory  of  Professional  Social 
Workers  in  India,  which  lists  only  those  who  have  completed  a 
full-time  two-year  professional  social  work  program,  a  total  of 
1,302  is  listed  for  a  country  of  over  520,000,000  people.  Problems 
of  distribution  exist  here  as  elsewhere;  the  largest  concentration 
occurs  in  Maharashtra  State,  whereas  only  one  social  worker 
is  found  in  each  of  the  States  of  Manipur,  Tripura,  and  Sikkim 
(106).  But  this  1967  directory  does  represent  a  significant  attempt, 
the  first  of  its  kind  in  India,  to  collect  and  pubUsh  information 
about  a  category  of  professional  rehabilitation  worker,  an  effort 
aided  by  the  U.S.  government. 

The  1967  report  on  rehabilitation  services  in  Maharashtra  State 
concludes  with  the  statement  that  this  state  needs  at  least  one 
more  training  school  for  physiotherapists,  another  for  occupational 
therapists,  a  progrsmi  for  training  speech  therapists,  and  expan- 
sion of  the  training  programs  for  medical  social  workers  (370). 

Among  the  shortages  of  tiained  personnel  in  the  rehabilitation 
process  is  that  of  orthopedic  and  prosthetic  appliance  technicians. 
The  total  need  is  difficult  to  estimate,  but  if  one  allowed  one 
technician  for  every  half  million  people,  then  about  1,000  fully 
trained  technicians  would  be  needed.  And  even  if  only  Wo  of 
the  total  population  of  India  would  benefit  from  some  form  of 
apphance,  over  10,000,000  appliances  would  be  required  (144). 

Recently  progress  has  been  made  in  India  in  the  manufacture 
of  prosthetic  apphances.  There  are  a  few  private  manufacturers 
in  urban  centers;  Bombay  has  half  a  dozen.  The  Orthopaedic 
Factory  of  the  Jerbai  Wadia  Hospital  in  Bombay  supplies  600 
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appliances  a  year.  The  All  India  Institute  of  Physical  Medicine 
and  Rehabilitation  also  set  up  a  Prosthetics  Workshop  in  Bom- 
bay in  1959  with  the  technical  aid  of  UNICEF  (448).  An  artificial 
Limb  Centre  was  established  in  the  Department  of  Orthopaedic 
Surgery  at  the  Government  General  Hospital  in  Madras  in 
1964  (294). 

Another  major  resource  is  the  Artificial  Limb  Centre,  now 
located  in  Poona,  which  was  estabhshed  in  1944  in  order  to 
rehabilitate  3,000  ex-servicemen  who  lost  limbs  in  World  War  II. 
This  center  was  patterned  after  the  Ministry  of  Pensions'  Limb 
Fitting  Centre  at  Roehampton,  England.  In  1945  the  government 
sent  a  group  of  army  surgeons,  engineers,  and  technicians  to 
England  for  a  course  of  training  in  the  manufacture  of  prostheses, 
and  a  team  of  experts  came  to  India  from  Roehampton  to  help 
start  the  Indian  project.  In  1951  the  center  began  to  accept  civihan 
patients,  estimated  to  constitute  a  group  seven  times  as  large  as 
that  of  the  veterans.  An  important  part  of  the  Poona  program 
of  rehabilitation  are  the  sports  activities,  as  emphasized  in  the 
festival  of  sports  and  games  first  organized  at  the  Artificial  Limb 
Cfentre  in  1962,  in  which  250  disabled  persons  from  all  over 
India  participated  (74). 

Although  the  Centre  turns  out  at  least  3,000  artificial  limbs 
each  year,  there  are  usually  as  many  as  2,000  civilian  patients 
still  waiting  for  prostheses.  The  Centre  now  has  two  repair  shops 
attached  to  the  Military  Hospitals  at  Delhi  and  Lucknow  to 
serve  upcountry  patients.  Also  served  from  time  to  time  are 
patients  referred  from  other  Asian  countries.  Generally  leg 
prostheses  are  found  easier  to  fit  than  those  for  arms.  A  research 
laboratory  in  the  Poona  center  is  experimenting  currently  with 
the  manufacture  of  plastic  limbs  and  prosthetic  aids,  which  are 
proving  satisfactory.  On  the  average  four  to  six  weeks  are  needed 
for  fitting  the  artificial  Hmb  and  training  the  patient  in  its  use  (74) . 

Extensive  training  in  the  use  of  artificial  limbs  is  given  in  the 
rehabihtation  wing  by  an  instructor  from  the  Army  School  of 
Physical  Training,  with  an  emphasis  on  physical  therapy  in  this 
training.  A  Convalescent  Wing  opened  in  1961  for  the  civilian 


116  si:rvices  for  the  iianijicapped  in  india 

disabled  provides  room  and  board  and  recreation  for  a  nominal 
fee. 

Of  500  physically  handicapped  persons  studied  in  1963  (52), 
35%  did  not  require  any  special  appliance;  cases  of  amputation, 
polio,  and  paraplegia  were  those  that  usually  needed  prosthetic 
devices.  Nearly  two-thirds  of  those  who  needed  appliances  were 
able  to  secure  them,  though  less  than  half  (44%)  paid  for  these 
devices  themselves.  Sheer  poverty  prevented  most  of  the  remain- 
ing  third  from  obtaining  prostheses,  since  the  average  cost  of  an 
artificial  limb,  for  example  (from  175  to  475  rupees),  is  far 
beyond  what  the  average  Indian  could  afford  to  pay,  aside  from 
the  additional  expenses  of  hospitalization  and  room  and  board 
and  lost  wages  necessitated  by  travelling  to  an  urban  center  to 
get  the  needed  equipment.  About  48%  of  the  500  cases  felt 
they  had  not  succeeded  at  all,  whatever  the  treatment  used,  in 
limiting  or  overcoming  their  disability,  and  more  than  a  fifth  of 
these  (46  out  of  242  persons)  felt  they  had  not  succeeded  even 
with  the  use  of  prosthetic  devices.  Since  others  who  used  no 
prosthetic  aids  for  similar  handicaps  reported  success  in  over- 
coming their  disabiUty,  it  is  evident  that  psychological  factors 
enter  into  the  picture.  It  was  also  evident  in  a  number  of  cases 
that  family  attitudes  were  more  important  in  determining  the 
level  of  adjustment  than  the  severity  of  the  disability. 

The  study  revealed  three  major  problems  related  to  existing 
prosthetic  services: 

1 .  Most  amputees  cannot  afford  to  buy  artificial  limbs  and  appli- 
ances because  of  their  prohibitive  cost. 

2.  Some  who  purchase  them  are  not  given  proper  training  in 
their  use^  and  thus  do  not  find  them  as  helpful  as  they  should 
be. 

3.  No  effort  is  usually  made  by  those  providing  the  prosthesis 
to  see  that  the  kind  supplied  meets  the  requirements  dictated 
by  local  climatic  and  economic  conditions  which  vary  con- 
siderably. 
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Some  progress  has  been  made  recently  in  correcting  these  condi- 
tions, but  much  still  remains  to  be  done,  according  to  a  1968 
report  (391).  Most  of  the  prosthetic  and  orthotic  appliances 
provided  in  India  are  adapted  to  the  ways  of  life  in  western 
countries.  A  follow-up  survey  of  300  patients  fitted  with  braces 
and  prostheses  at  the  All  India  Institute  of  Physical  Medicine 
and  Rehabilitation  in  Bombay  in  the  period  from  1960  to  1965 
revealed  that  only  46^  of  these  patients  were  actually  using 
them.  Among  the  reasons  cited  or  implied  for  not  using  the 
apphances  were  the  following:  (1)  the  braces  were  too  uncom- 
fortable and  cumbersome;  (2)  some  mothers  reported  that  they 
had  no  one  to  look  after  the  child  wearing  braces;  (3)  they  did 
not  understand  the  basic  medical  reasons  for  using  the  prostheses; 
(4)  the  child's  disability  remained  the  same  after  using  braces. 
It  was  evident  that  most  patients  did  not  understand  the  preven- 
tive and  supportive  functions  of  the  appliances,  and  were  dis- 
appointed when  an  absolute  and  complete  cure  of  the  disability 
was  not  effected.  One  of  the  main  problems  for  many  of  them 
was  the  fact  that  since  most  of  their  daily  activities  were  performed 
on  the  floor,  with  much  stooping  and  squatting,  their  movements 
in  the  typical  Indian  home  were  made  more  difficult  when  using 
braces  or  artificial  limbs  than  when  moving  without  them  on 
their  haunches  or  in  an  all-fours  position.  It  is  recognized  that 
further  research  is  needed  for  developing  prostheses  better  adapted 
to  the  special  circumstances  of  Indian  rural  Hfe. 

A  major  influence  in  modernizing  and  extending  prosthetic  and 
orthotic  services  has  been  the  two  four-month  courses  held  at 
the  Christian  Medical  College  and  Hospital,  Vellore,  in  1963 
and  at  the  Government  General  Hospital  in  Madras  in  1967  under 
the  sponsorship  of  the  U.S.  Social  and  Rehabilitation  Service  and 
the  World  Rehabilitation  Fund  (276).  During  the  latter  course 
377  complete  prosthetic  and  orthotic  appliances  and  components 
were  completed  by  the  students,  as  well  as  other  items  to  be 
used  by  the  students  in  displays  and  in  teaching.  Emphasis  in 
thjese  courses,  which  were  directed  by  Mr.  Juan  Monros  of 
the  World  Rehabilitation  Fund,  was  placed  on  the  use  of  local 
materials,  including  plastics,  and  modern  methods  such  as  the 
patella-tendon-bearing  below-knee  prosthesis  and  the  total-contact 
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socket  for  above-knee  amputations.  Graduates  of  these  courses 
are  now  working  in  new  prosthetic-orthotic  shops  established  with 
the  aid  of  grants  from  the  U.S.  vSocial  and  Rehabilitation  Service 
at  the  Government  General  Hospital,  Madras;  the  All  India 
Institute  of  Medical  Sciences,  New  Delhi;  the  Lions  Center  for 
the  Physically  Handicapped,  Mangalore;  Wanless  Hospital,  Miraj; 
University  College  of  Medicine,  Calcutta;  Christian  Medical  College 
and  Hospital,  Vellore;  Christian  Medical  College  and  Hospital, 
Ludhiana;  and  St.  John's  Medical  College  and  St.  Martha's  Hos- 
pital, Bangalore.  The  first  of  these  projects  was  that  at  Vellore 
which  began  in  1962;  the  newest  is  that  at  Bangalore  which  was 
activated  in  1969. 

The  types  of  prosthetic  and  orthotic  devices  produced  at  these 
centers  are  identical  with  those  produced  in  the  United  States 
and  western  Europe.  Because  of  lower  costs  for  supplies  and  lower 
salaries  (trained  technicians  are  paid  an  average  of  250  rupees 
or  $33.00  a  month),  the  costs  of  completed  devices  are  very 
low  compared  with  costs  in  the  United  States  and  Europe  and 
also  lower  than  such  appliances  have  been  in  India  in  the  past 
using  other  methods  of  production.  Furthermore  the  use  of  more 
modem  techniques  than  those  found  in  other  centers  has  resulted 
in  much  higher  production  rates.  For  example,  a  typical  monthly 
production  report  in  1969  from  the  Lions  Center  for  the  Physically 
Handicapped  in  Mangalore  was:  two  above-knee  prostheses,  five 
below-knee  prostheses,  nine  short  leg  braces,  13  long  leg  braces, 
four  Knight  spinal  braces,  and  a  variety  of  other  braces,  splints, 
collars,  and  prosthetic  devices.  A  significant  factor  contributing 
to  the  success  of  these  projects  is  a  program  of  follow-up  visits 
to  each  of  them  for  consultation  and  further  instruction.  Former 
students  have  noted  that  amputees  in  India  ahnost  invariably 
prefer  a  limb  of  a  lighter  shade  than  their  own  skin  color. 

Additional  information  concerning  the  vocational  and  social 
adjustment  of  amputees  fitted  with  modern  prostheses  will  become 
available  as  a  result  of  a  research  project  which  began  in  1969 
at  St.  John's  Medical  College  and  St.  Martha's  Hospital  in  Ban- 
galore, which  is  being  sponsored  by  the  U.S.  Social  and  RehabiH- 
tation  Service. 
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The  limited  number  of  appliances  provided  in  India  is  indicated 
by  an  official  report  from  Maharashtra  State,  one  of  the  most 
progressive  states,  whose  1967  report  gave  the  following  data, 
with  no  indication  of  the  relationship  between  the  small  number 
of  prostheses  supplied  and  the  total  number  of  persons  who 
needed  such  appliances  (132). 


Prostheses  and  Appliances 


Year 

No.  of  beneficiaries 

1961-62 

0 

1962-63 

10 

1963-64 

12 

1964-65 

19 

1965-66 

27 

1966-67 

25 

Total       . .  93 

If  government  plans  can  be  implemented,  the  nee  is  for  prosthe- 
tic and  orthotic  appliances  will  gradually  be  met.  Tllie  Fourth  Five 
Year  Plan  has  a  Rehabilitation  Scheme  that  provides  more  money 
than  ever  before  for  this  purpose.  It  is  proposed  that  for  medical 
rehabilitation  there  be  established  (1)  a  factory  for  the  manufac- 
ture of  standard  components  of  prostheses  on  a  mass  scale  which 
can  be  fitted  for  the  individual  in  the  hospital;  (2)  three  to  five 
rehabilitation  centers  for  the  rehabilitation  of  complex  cases  and 
for  training  all  categories  of  rehabiUtation  personnel;  and  (3) 
rehabiUtation  units  in  35  medical  colleges  in  different  parts  of 
the  country.  Unfortunately  because  of  fiscal  problems  it  had  been 
impossible  as  of  1970  to  implement  these  far-reaching  and  signifi- 
cant plans. 

As  a  part  of  the  long-range  approach  to  medical  rehabilitation 
needs,  increasing  emphasis  is  being  placed  on  medical  research, 
for  which  the  All  India  Institute  of  Physical  Medicine  and  Reha- 
bilitation serves  as  the  chief  center.  The  Indian  Council  of  Medical 
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Research  at  New  Delhi  conducts  research  concerning  cardiovas- 
cular diseases,  the  relationship  between  the  pathology  of  deformity 
and  the  factors  influencing  the  development  of  disability,  and  new 
mediods  of  reconstructive  surgery.  The  Society  for  Rehabilitation 
of  Crippled  Children  in  Bombay  has  set  up  a  Cerebral  Palsy 
Research  Unit  with  the  aid  of  a  grant  from  what  was  then  called 
the  U.S.  Office  of  Vocational  Rehabilitation.  The  Nagpur  Asso- 
ciation for  the  Rehabilitation  of  Children  with  Orthopaedic  Dis- 
abilities is  also  working  on  a  research  project  with  aid  from  the 
U.S.  agency  (448). 

Another  important  center  that  combines  research  with  medical 
treatment  and  rehabihtation  services  is  the  All  India  Institute  of 
Medical  Science,  activated  in  July  19635  where  the  main  types  of 
cases  are  cerebral  palsy,  hemiplegia,  paraplegia,  and  polio.  There 
are  three  groups  of  patients:  (1)  those  who  come  regularly;  (2) 
those  who  can  come  in  every  two  or  three  months;  and  (3)  those 
who  can  come  in  only  once,  who  come  from  a  considerable  dis- 
tance. Physical  therapy  and  occupational  therapy  services  are 
provided,  and  a  psychologist  was  acquired  in  1967.  The  limited 
educational  services  offered  at  present  are  to  be  expanded  and  a 
school  organized  in  one  wing  of  the  medical  center,  with  a  trained 
teacher  in  charge.  The  institute  also  has  a  speech  and  hearing 
center  to  which  children  can  be  referred.  Two  technicians  from 
the  orthotic-prosthetic  center  participated  in  the  special  training 
programs  taught  in  Madras. 

An  important  pilot  project  demonstrating  the  goals  of  a  total 
rehabilitation  program  toward  which  present  efforts  are  directed 
is  that  of  the  All  India  Institute  for  Physical  Medicine  and  Reha- 
bilitation in  Bombay  (391).  Its  Director,  Dr.  M.  V.  Sant,  believes 
that  the  program  is  possibly  the  only  one  of  its  kind  in  the  world 
in  that  all  aspects  of  rehabilitation  —  medical,  sociological,  philo- 
sophical, and  economic  —  are  attended  to  in  this  one  setting.  An 
important  part  of  this  program  is  that  after  a  patient  is  examined 
and  evaluated,  he  participates  in  a  case  conference  in  which  the 
entire  treatment  program  is  explained  to  him  and  he  is  shown 
pictures  of  various  stages  in  rehabilitation  as  illustrated  by 
patients  who  have  already  had  operations  and  are  using  braces 


THE  MEDICAL  SERVICES 


121 


and  crutches.  Thus  he  is  given  more  realistic  expectations  con- 
cerning the  end  results,  for  he  often  expects  a  complete  cure  and 
correction  of  his  condition.  He  is  told  to  think  the  matter  over 
for  two  weeks  and  then  return  to  undergo  treatment  if  at  the 
end  of  that  time  he  still  beheves  he  wants  it.  Medical  treatment, 
fitting  with  braces  and  prostheses,  occupational  and  physical 
therapy,  instruction  in  the  use  of  public  transportation  through 
actual  experience,  vocational  training,  job  training,  and  follow-up 
are  all  part  of  the  services  provided.  From  1961  to  1967,  about 
700  disabled  persons  were  either  placed  in  new  jobs  in  Bombay 
industries  or  returned  to  their  former  jobs.  Meanwhile  a  medical 
social  worker  visits  the  patients'  homes  to  analyse  the  situation 
to  which  they  will  return,  and  occasionally  a  physical  therapist 
or  occupational  therapist  will  also  visit  the  home  to  suggest 
adaptations  in  home  equipment.  From  1955  to  1967,  the  Institute 
provided  rehabilitation  services  for  10,586  persons,  of  whom 
45.5%  were  fully  rehabihtated,  30.6%  were  evaluated  and  advised 
concerning  treatment,  12.3%.  needed  only  limited  treatment  such 
as  corrective  surgery  and  laboratory  tests,  and  11.1%  were  refer- 
red only  for  appHances  or  vocational  evaluation.  Future  plans 
for  India  include  a  network  of  three  types  of  rehabilitation  centers: 
(1)  rehabiHtation  institutes  with  complete  services  including  the 
training  of  personnel  and  conducting  of  research;  (2)  regional 
rehabiHtation  centers  in  the  principal  cities  of  regions  or  states, 
to  rehabilitate  those  with  moderate  disabilities;  and  (3)  rehabilita- 
tion units  attached  to  medical  college  hospitals,  for  serving 
relatively  mild  cases  of  disability. 

At  the  tenth  anniversary  celebration  of  the  All  India  Institute 
of  Physical  Medicine  and  RehabiUtation  in  Bombay  in  1968,  Dr. 
Sant  stated  that  the  Institute  had  up  to  that  time  trained  in 
rehabilitation  techniques  a  total  of  152  physiotherapists  and 
occupational  therapists,  56  doctors,  91  nurses,  and  80  social  work- 
ers, vocational  counsellors,  and  employment  officers.  During  the 
ten-year  period  the  Institute  had  also  obtained  employment  for 
594  disabled  patients,  and  in  the  single  year  of  1966-67  had 
treated  1,430  disabled  patients  (315). 

Progress  in  the  provision  of  rehabilitation  services  has  also 
been  stimulated  by  a  number  of  professional  meetings  such  as 
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Seminars  sponsored  by  the  All  India  Institute  of  Physical  Medicine 
and  Rehabilitation  in  Bombay,  including  a  1959  conference  on 
vocational  rehabilitation  for  social  workers  and  vocational  counsel- 
lors, and  on  social  and  vocational  rehabilitation  of  the  physically 
handicapped  (448).  The  first  All- Asia  Congress  of  Pediatrics  was 
held  in  January  1961  in  New  Delhi. 

Other  medical  meetings  related  to  the  handicapped  have  been 
the  National,  Congress  of  Occupational  Health  in  Calcutta  and 
Durgapur  in  February  1967,  sponsored  by  the  Society  for  the 
Study  of  Industrial  Medicine,  India,  and  the  First  Congress  of 
the  South  East  Asia  and  Pacific  Area  League  against  Rheumatism, 
held  in  Bombay  in  February  1968.  Various  types  of  handicapping 
conditions  have  received  special  attention  at  the  meetings  of  the 
All  India  Occupational  Therapists'  Association;  for  example,  the 
theme  of  a  Seminar  sponsored  by  this  organization  in  Bombay 
in  January  1968  was  the  rehabilitation  of  the  cardiac  patient  (15). 

One  expert  has  summarized  the  problems  faced  in  rehabilita- 
tion efforts  in  India  as  follows  (331): 

1.  Negative  attitudes  of  the  patient,  his  family,  and  the  com- 
munity in  which  he  lives.  Since  there  is  a  widespread  fatalistic 
belief  that  a  disability  represents  divine  punishment  for  sin,  the 
patient  often  resists  rehabilitation  procedures,  or  his  family  will 
use  this  belief  as  an  excuse  for  not  troubling  to  take  him  to  the 
hospital  or  center.  (Or  he  may  wait  with  resignation  until  death 
releases  him  through  the  process  of  reincarnation  into  a  new 
life  without  a  handicap.)  However,  unwarranted  importance  may 
be  attached  to  the  alleged  attitude  of  fatalism.  When  it  is  demon- 
strated that  something  can  be  done  for  the  patient,  the  fatalism 
becomes  less  evident,  and  some  family  member  will  cooperate 
even  if  the  older  or  more  orthodox  members  of  the  family  do  not. 
Community  attitudes  stem  from  ignorance  of  what  rehabilitation 
measures  are  possible  for  the  patient  and  from  other  factors 
such  as:  a  negative  approach  that  notes  disabilities  rather  than 
abilities,  awareness  of  general  unemployment,  and  reaUzation  of 
the  lack  of  skills  on  the  part  of  the  disabled. 

2.  Lack  of  facilities.  The  size  of  India  and  its  population,  and 
the  fact  that  independence  was  achieved  only  a  little  over  20 
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years  ago,  explain  in  part  the  fact  that  physical  facilities  such  as 
space  and  equipment  are  lacking  even  for  simple  types  of  rehabili- 
tation procedures  in  hospitals  or  institutions  for  the  ill  and  injured. 
The  problem  may  at  times  be  aggravated  by  a  false  pride  in 
demanding  imposing  structures  and  equipment  instead  of  being 
content  to  start  with  more  modest  provisions.  Limited  space  and 
personnel  mean  that  the  pressure  to  admit  patients  is  such  that 
a  patient  cannot  be  kept  long  enough  to  undergo  full  rehabilita- 
tion procedures.  Also  the  doctor  has  a  heavy  patient  load.  In 
addition,  there  may  be  lack  of  knowledge  as  to  what  faciUties  and 
services  are  available,  on  the  part  of  doctors,  paramedical  workers, 
social  workers,  family,  and  community.  Thus  they  may  write 
letters  to  government  officials  a  thousand  miles  away  demanding 
some  service  which  they  may  know  nothing  about,  when  right  in 
the  same  town  or  city  some  related  assistance  is  available. 

3.  Lack  of  informed  thinking  in  planning  services.  The  concept 
of  the  Welfare  State  led  early  planners  to  envisage  doing  every- 
thing for  everyone.  They  were  not  interested  in  voluntary  effort, 
and  there  was  even  talk  that  bodies  like  the  All  India  Women's 
Conference  were  or  would  be  no  longer  needed.  Then  the  reality 
of  the  vast  problems  began  tO'  become  evident,  and  it  was 
gradually  realized  that  not  only  were  voluntary  efforts  necessary 
but  they  should  also  be  encouraged,  since  a  partnership  of 
government  and  voluntary  agencies  was  absolutely  essential.  Now 
have  arisen  the  problems  of  deciding  who  does  what,  and  how 
efforts  can  be  adequately  standardized  and  supervised. 

To  solve  such  problems  India  needs  the  following: 

1.  Development  of  both  cheaper  and  simpler  types  of  construc- 
tion and  a  willingness  to  make  adaptations  from  western  patterns 
that  are  suitable  for  India. 

2.  Training  of  medical  and  paramedical  specialists  at  a  rate 
which  enables  them  to  be  absorbed  into  concomitantly  develop- 
ing rehabilitation  services. 

3.  Development  of  some  means  for  disseminating  knowledge 
concerning  what  rehabilitation  services  can  do  for  a  patient,  thus 
assuring  greater  demand  for  them. 
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4.  Increase  in  partnership  among  central  and  state  government 
agencies,  voluntary  agencies,  and  the  enlightened  public  as  re- 
presented by  industrialists  and  service  groups  like  the  Rotary 
Club  and  Lions  Club. 

Many  other  rehabilitation  experts  have  also  outlined  sugges- 
tions for  future  programs  in  the  field  of  rehabilitation  of  the 
handicapped,  and  noted  the  limitations  and  needs  of  existing 
provisions  (162). 


Chapter  5 


THE  TRAINING  AND  EMPLOYMENT  SERVICES 


Helping  the  handicapped  to  obtain  a  job  and  become  self- 
supporting  or  partially  self-supporting  is  the  logical  final  step 
in  the  process  of  total  rehabilitation. 


One  of  the  most  conspicuous  developments  in  the  field  of 
social  welfare  after  the  end  of  the  last  world  war  is 
the  growing  recognition  of  rights  and  responsibilities  of 
the  handicapped  (370). 


The  concept  that  the  handicapped  are  practically  a  separate 
species  is  being  replaced  by  the  awareness  that  if  given  the 
opportunity  they  can  usually  develop  their  residual  capacities 
to  the  point  of  assuming  their  responsibilities  as  citizens  and  lead- 
ing a  full  and  independent  life.  Indians  increasingly  recognize 
that  the  community  owes  the  handicapped  this  opportunity,  and 
that  the  process  of  rehabilitation  is  not  completed  until  they 
obtain  a  job  and  become  at  least  partially  self-supporting.  Job 
placement  involves  many  factors :  the  handicapped  individual  must 
have  the  skill  and  physical  abilities  necessary  for  handhng  a 
particular  job;  he  must  be  able  to  meet  the  standards  of  work 
performance  set  up  for  that  job;  he  must  not  be  a  safety  hazard 
to  himself  or  to  his  co-workers;  and  the  job  must  not  fatigue 
him  unduly  or  enhance  his  disability. 


It  is  increasingly  understood  that  no  one  should  be  expected 
to  employ  handicapped  persons  who  are  untrained,  incompetent, 
emotionally  unstable,  or  unable  to  maintain  themselves  in  a  work 
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environment.  This  means  there  must  be  an  adequate  assessment 
of  residual  abilities  and  the  matching  of  specific  jobs  to  specific 
individuals,  as  well  as  adequate  training. 

In  India  a  widespread  negative  cultural  attitude  toward  work, 
especially  work  with  one's  hands,  has  affected  the  development 
of  vocational  training  and  opportunities  for  the  handicapped  as 
well  as  for  the  non-handicapped.  It  is  reported  that  in  South 
Asia  as  a  whole,  this  prejudice  is  strongest  in  those  countries 
where  popular  education  is  least  advanced  and  where  literacy 
is  lowest.  The  British  preference  for  administrators  with  a  broad 
general  educational  background  rather  than  more  specific  techni- 
cal training  further  reinforced  "the  inherited  cultural  pretensions 
and  prejudice  against  manual  labor  of  the  indigenous  upper 
strata  in  the  colonies,  who  made  use  of  the  education  available" 
(281).  Persisting  shortages  of  personnel  such  as  trained  nurses, 
midwives,  and  physical  therapists  can  be  explained  in  part  on 
this  basis. 

The  prejudice  against  manual  work  also  explains  to  some 
extent  the  diflRculty  faced  in  achieving  a  more  functional  orienta- 
tion in  education,  and  development  of  specifically  vocational  and 
technical  education  and  training.  Gandhi  made  strenuous  efforts 
to  give  education  a  vocational  slant,  although  some  educators 
feel  that  his  emphasis  on  local  crafts  and  skills  in  "basic  educa- 
tion" and  on  the  simple,  natural  wisdom  of  the  average  villager 
represented  a  kind  of  subtle  denigration  of  more  sophisticated 
and  advanced  education.  Actually  his  "basic  education"  was  not 
widely  successful,  and  was  often  distorted  in  actual  practice. 
There  still  persists  "the  old  colonial  pattern  of  building  up  a 
highly  educated  elite  with  an  attached  lower  rank  of  technical 
personnel  functioning  as  subalterns."  (281). 

The  emphasis  on  the  study  of  languages  has  tended  to  reinforce 
the  continuation  of  traditional  academic  education  at  the  expense 
of  functional  innovations  such  as  vocational  education.  This  has 
perpetuated  the  distinction  between  education  for  cultural  pur- 
poses as  the  prerogative  of  the  upper  classes  and  training  for  a 
specific  trade  or  manual  occupation  as  the  "fate"  of  the  lower 
classes  (281).  The  fees  charged  for  academic  secondary  educa- 
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tion  support  the  colonial  tradition  of  providing  such  education 
only  for  the  upper  classes.  India's  Fourth  Five  Year  Plan  re- 
emphasized  the  need  for  expanding  facilities  for  terminal  voca- 
tional education,  but  in  actual  practice  the  larger  percentage  of 
the  increasing  secondary  enrollment  continues  to  attend  general 
rather  than  vocational  schools.  In  South  Asia  the  poorest  countries, 
including  India,  continue  to  provide  far  more  general  academic 
secondary  schools  than  vocational  and  technical  programs,  with 
less  than  2%  of  the  secondary  age  group  in  the  latter  kind  of 
training.  Agriculture  is.  still  a  neglected  study  in  Asian  countries 
like  India  even  though  it  continues  to  be  the  chief  economic 
activity  in  these  countries. 

There  is  furthermore  a  shortage  of  trained  vocational  teachers. 
Properly  trained  vocational  mstmctors  frequently  take  jobs  in 
industry  where  salaries  and  social  status  are  higher.  Without 
suitable  equipment  and  machinery,  vocational  programs  degene- 
rate into  educational  offerings  of  dubious  quality.  Recruiting  of 
both  teachers  and  students  is  hampered  by  the  popular  prejudice 
against  engaging  in  or  preparing  to  engage  in  manual  work.  The 
custom  of  calUng  general  secondary  education  "higher"  and 
vocational  education  "lower"  is  not  helpful.  An  increase  in  the 
number  of  educated  unemployed  persons  may  therefore  occur 
in  a  community  with  severe  shortages  of  trained  vocational  per- 
sonnel (281). 

In  spite  of  the  increasing  numbers  of  women  workers,  men 
will  continue  to  dominate  the  employment  picture.  In  the  1961 
Indian  census  of  439,000,000  persons,  slightly  over  half  (51%) 
were  males.  At  that  time,  of  a  total  working  population  of 
188,000,000,  over  two-thirds,  or  69%,  were  males.  The  59,000,000 
women  workers  (31^  of  the  labor  force)  were  sub-divided  as 
follows;  cultivators,  56%;  agricultural  laborers,  24%);  mining, 
2%;  household  industry,  8%.;  and  the  remaining  10%  in  manu- 
facturing, construction,  trade  and  commerce,  transport,  and  other 
services.  In  1961,  45.3%  of  the  women  in  the  age  group  15 
to  59  were  in  the  labor  force,  versus  92.6%  of  the  males.  A 
relatively  greater  increase  of  males  in  the  labor  force  is  expected 
for  the  future  as  compared  with  women,  so  that  by  1976  it  is 
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estimated  that  69%  of  the  labor  force  will  be  composed  of  men. 
Proportions  of  men  and  women  in  the  labor  force  do  vary  from 
state  to  state,  however.  Changes  in  the  employment  picture  for 
women,  then,  will  occur  not  so  much  in  total  numbers  as  in 
the  distribution  of  women  in  various  kinds  of  employment  as 
they  enter  a  greater  variety  of  occupations.  A  proportionately 
greater  increase  is  occurring  for  women  than  for  men  who  are 
registering  with  the  employment  exchanges:  from  March  1961 
to  February  1967  the  number  of  registered  women  increased  from 
120,000  to  260,000,  while  the  number  of  men  rose  from  1,562,000 
to  2,574,000.  The  average  educational  level  of  women  registrants 
was  higher  than  that  of  men.  The  principal  occupation  in  which 
women  with  training  or  experience  were  seeking  employment  was 
teaching.  Pilot  studies  in  Delhi  and  Bombay  showed  that  most 
women  wanted  full-time  employment  even  those  currently  in 
part-time  employment  (191). 

Another  report  pointed  out  that  the  percentage  of  working 
women  is  about  the  same  as  in  more  highly  developed  countries 
(356).  In  the  decade  1951-1961  there  was  a  drop  in  the  percent- 
age of  women  in  service  occupations  and  a  rise  in  both  agricultural 
and  industrial  jobs.  The  more  rapid  rise  of  the  number  of  employ- 
ed women  in  agricultural  work  is  considered  a  backward  trend. 
Between  1961  and  1968  the  number  of  women  seeking  jobs 
increased  more  rapidly  than  for  men,  and  proportionately  more 
educated  women  than  educated  men  sought  work  (50.5%  versus 
39.1%). 

Difficulties  in  placing  women  include: 

1.  Lack  of  appropriate  education  and  training. 

2.  Lack  of  mobility. 

3 .  Reluctance  to  move  to  rural  areas,  because  of  lack  of  hous- 
ing or  other  facilities. 

4.  Job  preferences  such  as  reluctance  to  take  jobs  involving 
contacts  with  the  public,  such  as  nurses,  midwives,  and 
health  visitors. 

5.  Parental  disapproval  of  jobs  necessitating  contact  with  men 
or  movement  to  other  areas. 
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6.  Limited  employment  opportunities  for  women  as  compared 
with  men  in  places  like  offices  except  in  unskilled  categories 
as  ill  factories  and  small-scale  industries. 

7 .  Gradual  mechanization  of  certain  industries  which  have  tradi- 
tionally employed  women. 

8.  Reluctance  of  some  employers  (a)  to  select  married  women 
who  might  have  to  be  paid  more  because  of  such  factors 
as  maternity  leave,  (b)  to  give  equal  pay  to  men  and  women, 
and  (c)  to  give  special  trainmg  to  women  when  they  might 
marry  and  give  up  their  jobs  (191). 

The  professions  of  nurses,  sales  girls,  and  secretaries  are  still 
taboo  careers  for  middle-class  Indian  women.  Medicine  requires 
too  long  a  period  of  training,  and  its  practice  may  interfere 
with  marriage  and  family  goals.  Engineering  is  regarded  as  a 
man's  profession.  Parents  have  conflicting  attitudes  toward  their 
daughter's  having  a  career,  for  while  her  marriage  prospects  and 
personality  development  might  be  enhanced,  she  might  become 
too  independent.  Women  continue  to  face  other  practical  prob- 
lems such  as  the  lack  of  day  nurseries  for  the  care  of  children, 
the  lack  of  refresher  courses  for  those  who  wish  to  resume 
professional  life  after  their  children  are  grown,  and  traditional 
prejudiced  ideas  that  middle-aged  women  are  because  of  their 
age  less  capable  of  working  (293). 

Inadequate  education  (for  handicapped  as  well  as  non-handi- 
capped youngsters)  both  results  from  and  is  in  part  responsible 
for  the  prevalence  of  child  labor  in  India.  About  41 of  the 
population  are  children  under  14  years  of  age.  According 
to  the  1961  census,  there  were  180,000,000  children  in  this  age 
group.  Of  these,  8,700,000  boys  and  5,800,000  girls  were 
employed,  or  8%  of  the  age  group.  The  percentage  of  child 
laborers  was  highest  in  Rajasthan,  Andhra  Pradesh,  and  Mysore 
in  that  order,  and  lowest  in  Kerala  and  West  Bengal.  About  30% 
of  the  lO-to-14  were  employed,  again  with  more  boys  than  girls 
working.  In  general,  the  less  industrialized  the  area,  the  greater 
the  extent  of  child  labor.  Thus  participation  rate  is  higher  in 
rural  than  in  urban  areas:  9.16%  in  rural  areas  and  2.59%  in 
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urban  areas.  Children  aged  six  and  under  work  almost  exclusively 
in  rural  areas  (193). 

Agriculture  provides  most  of  the  work  opportunities  in  rural 
areas.  According  to  the  First  and  Second  Agricultural  Enquiries, 
employment  for  children  under  15  increased  from  4.9%  of  the 
agricultural  labor  force  in  1950-51  to  7.7%  in  1956-57,  at  which 
time  3,000,000  children  were  engaged  in  agriculture,  most  of 
them  seven  to  12  years  of  age. 

Rural  children  are  given  tasks  suitable  for  their  age  such  as 
gathering  fuel  and  other  things  from  the  forest,  selling  vegetables, 
tending  crops,  and  tending  cattle.  Of  those  earning  wages  outside 
the  family,  girls  pull  weeds,  and  transplant  and  pick  cotton, 
pepper,  and  chillies.  Boys  do  almost  every  kind  of  agricultural 
work  including  at  times  the  hard  work  of  plowing. 

Plantations  provide  a  variety  of  paid  work  for  children  such 
as  pulling  weeds,  pruning  bushes,  removing  harmful  insects,  pick- 
ing and  sorting  tea  leaves,  picking  coffee  berries,  moving  plants, 
and  rubber  tapping.  Children  are  often  hired  along  with  their 
parents  and  live  on  the  plantations.  Although  under  the  Plantation 
Labour  Act,  1951,  employment  of  children  under  the  age  of  12 
has  been  prohibited,  many  children  are  still  employed  on  tea 
and  coffee  plantations,  chiefly  in  harvesting  periods.  According 
to  the  Labour  Investigation  Committee  (1946)  children  under 
15  years  of  age  comprised  25.7%  of  the  total  number  of  workers 
employed  in  Dooars,  West  Bengal,  21%  in  Darjeeling,  14.5%  in 
Assam,  16%  in  Surma  Valley,  11%  in  South  India,  and  4.1% 
in  Rubber  Estates. 

Many  children  are  employed  in  small-scale  village  and  cottage 
industries  and  crafts  which  in  general  are  not  covered  by  the 
legislative  provisions  concerning  minimum  working  age,  hours  of 
work,  etc.,  and  thus  their  working  conditions  are  usually  very 
poor.  They  work  long  hours  under  very  unsanitary  conditions 
without  even  adequate  drinking  water  facilities,  in  poorly  ven- 
tilated and  overcrowded  locations  in  dirty  streets  and  lanes. 

It  is  in  these  unregulated  industries  that  the  worst  evils 
of  child  labor  and  child  exploitation  are  prevalent;  even 
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children  between  the  ages  of  5  to  12  are  employed  in 
these  industries.  Many  children  are  not  even  registered 
in  the  books  of  the  workshops  (193). 

Child  labor  is  commonly  found  in  the  manufacture  of  mica  and 
in  the  glass  bangles  industry;  in  the  latter  about  35%  of  the 
workers  are  children.  Many  children  help  in  the  weaving  at 
home,  working  in  the  middle  of  the  carpet  loom  while  adults 
work  at  either  end. 

Among  the  chief  small-scale  and  cottage  industries  in  which 
childrem  are  employed  are:  handloom-weaving,  leather-tanning, 
carpet-making,  tailoring,  and  pottery-making.  Variations  occur 
from  state  to  state  depending  on  the  marketing  picture  in  each 
area. 

There  is,  less  child  labor  in  organized  industries,  which  are 
generally  subject  to  restrictive  legislative  regulations.  However, 
such  regulations  are  often  openly  or  tacitly  ignored  by  employers 
and  children  alike.  One  way  is  to  employ  children  in  a  business 
hiring  a  smaller  number  of  workers  than  the  minimum  to  which 
the  regulations  apply.  Another  way  is  to  falsify  the  age  of  the 
child.  The  labor  law  enforcement  staff  is  too'  small  to  check  on 
and  detect  many  violations.  The  percentage  of  child  workers  in 
these  industries  is  declining  —  from  75,000  child  workers  in 
1923  to  2,566  in  1962.  Similarly  the  number  of  adolescents  employed 
in  factories  has  declined  from  23,000  in  1951  to  9,500  in  1962. 

In  factory  employment  boys  constitute  four-fifths  of  the  total 
and  girls  one-fifth;  there  is  a  far  greater  disparity  in  employment 
according  to  sex  in  organized  industry  than  in  agricultural  work 
and  cottage  industries.  Social  customs  account  for  this,  chiefly 
parental  unwillingness  to  send  girls  of  marriageable  age  to  work 
in  a  factory.  The  main  industries  in  which  child  and  adolescent 
labor  are  found  (aside  from  tea,  textiles,  and  mica)  are:  wood 
and  cork;  furniture  and  fixtures;  printing,  pubUshing,  and  allied 
trades;  leather  and  leather  products;  rubber  and  rubber  products; 
metal  products  and  machinery;  transportation  equipment;  and 
services  such  as  laundry,  dyeing,  and  cleaning.  Children  are 
usually  given  light  work  such  as  packing  and  labelling. 
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Many  children  are  also  employed  in  municipalities,  public 
works,  and  river  valley  projects,  as  well  as  in  minor  street 
occupations  such  as  selling  newspapers,  peanuts,  candy,  and  bis- 
cuits, or  shining  shoes. 

Child  labor  continues  because  of  the  low  level  of  adult  earn- 
ings, which  requires  children  to  contribute  to  the  family  income. 
Child  labor  may  be  essential  to  survival,  and  children  therefore 
lie  about  their  ages  and  accept  low  wages.  Some  employers  find 
it  profitable  to  employ  children  because  they  generally  pay  children 
only  50%  or  60%  of  what  adults  would  receive. 

The  continued  use  of  child  labor  is  also  partly  attributable  to 
inadequate  provision  for  education  —  lack  of  an  accessible  school, 
lack  of  good  teachers,  overcrowded  classes,  poor  school  buildings, 
and  lack  of  classroom  materials.  About  30%  of  the  primary 
schools  and  50%  of  the  secondary  schools  are  housed  in  unsatis- 
factory quarters.  In  77%  of  the  schools  there  are  no  satisfactory 
arrangements  for  drinking  water;  90%  have  no  toilet  facilities; 
and  38%  have  poor  sanitary  conditions.  Other  limitations  are 
unrealistic  academic  courses,  the  requirement  of  learning  several 
languages,  and  poor  health  and  malnutrition  resulting  from  un- 
desirable li\ing  conditions  at  home  (193). 

With  general  unemployment,  underemployment,  and  even 
competition  with  child  labor,  the  problem  of  finding  jobs  is 
still  greater  for  the  handicapped  than  for  the  ablebodied.  The 
Kanpur  survey  showed  that  a  few  of  the  blind  and  of  the  deaf 
had  received  some  kind  of  vocational  training  in  an  institution 
for  their  particular  kind  of  disability,  but  there  was  no  opportunity 
of  this  kind  for  those  with  orthopedic  handicaps.  Only  8.7% 
of  the  total  group  were  employed,  and  13.2%  self-employed 
in  some  occupation  (390).  In  the  Delhi  survey,  more  than  half 
(57%)  of  the  221  handicapped  persons  studied  were  illiterate, 
and  a  third  of  them  were  working  and  making  some  contribution 
to  family  income,  usually  in  clerical  work  or  small  trades.  This 
is  a  larger  proportion  than  in  the  Kanpur  study,  but  it  still 
indicates  that  two-third  needed  employment  (264). 

The  percentage  of  employed  among  the  total  number  of  handi- 
capped persons  in  India  is  small  because: 
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1.  There  are  few  institutions  to  educate  and  train  them. 

2.  The  training  may  not  prepare  them  for  available  jobs. 

3.  Employment  of  the  handicapped  is  not  required  by  law. 

4.  Employers  in  open  industry  are  concerned  about  a  possible 
lack  of  acceptance  by  fellow  employees,  accident  proneness, 
and  resultant  compensation  costs. 

5.  There  are  no  organized  programs  to  provide  part-time  or 
full-time  work  at  home. 

6.  Vocational  guidance  and  social  adjustment  programs  are 
inadequate. 

Unemployment  among  the  handicapped  is  related  to  education 
that  is  either  insufficient  or  inadequate.  Prevocational  training 
as  part  of  the  regular  school  program  would  reduce  the  number 
of  "dropouts"  (either  handicapped  or  ablebodied).  Preparation 
to  become  blacksmiths,  carpenters,  masons,  and  agricultural 
workers  would  lead  to  salable  skills  and  jobs  that  would  make 
a  contribution  to  the  economy  as  well  as  benefit  the  individual 
(76). 

Industrial  and  business  organizations  such  as  the  Mysore 
Electrical  Industries,  the  Indian  Telephone  Industry,  and  Bharat 
Electronics  are  increasingly  interested  in  employment  of  the  handi- 
capped. Private  ventures  in  training  and  employment  for  the 
handicapped  provide  examples  of  this  trend.  A  club  was  organiz- 
ed by  some  physically  handicapped  persons  and  their  friends  in 
the  state  of  Madras  in  1959,  and  was  registered  as  the  Associa- 
tion of  the  Physically  Handicapped  with  the  primary  aim  of 
rehabilitating  the  orthopedically  handicapped.  The  next  year  a 
training  center  was  begun  in  a  private  garage  in  a  suburb  of 
Bangalore,  where  six  trainees  were  given  instruction  in  embroi- 
dery, tailoring,  and  bookbinding.  Since  this  training  did  not 
lead  to  employment,  a  small  industrial  unit  for  both  men  and 
women  was  started  in  the  garage  in  1961  with  the  cooperation  of 
the  Mysore  Electrical  Industries.  Growing  pubHc  interest  led  to 
the  donation  of  land  for  a  new  building  and  eventually  funds  for 
its  construction,  with  the  result  that  18  trainees  could  now  be 
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accommodated.  When  in  1965  the  Indian  Telephone  Industries 
provided  work  opportunities,  a  second  unit  was  estabhshed.  In 
1966,  when  the  trainees  totaled  42,  a  third  unit  was  organized 
with  the  aid  of  the  Bharat  Electronics  Limited.  The  training 
program  lasts  two  years  with  pay  related  to  increasing  mastery 
of  skills.  Free  lunches  and  milk  are  now  provided  with  the  help 
of  donations  from  the  National  Christian  Council,  and  free 
classes  are  conducted  by  a  group  of  social  workers.  (179). 

Special  employment  offices  have  been  established  to  assist  the 
handicapped  in  finding  jobs.  The  first  Special  Employment  Office 
for  the  Physically  Handicapped  was  founded  in  Bombay  in  March 
1959  under  the  state  Directorate  of  Employment,  to  assist  the 
blind,  deaf,  and  orthopedically  handicapped.  To  obtain  such 
assistance,  registrants  must  meet  certain  requirements:  (1)  they 
must  be  recommended  by  a  recognized  educational  or  training 
institute  for  the  handicapped;  or  (2)  they  must  have  had  work 
experience  while  residing  in  the  Bombay  area;  or  (3)  they  must 
have  had  at  least  secondary-level  education,  while  residing  in 
Greater  Bombay  (370).  There  are  now  nine  such  special  employ- 
ment exchanges,  in  Bombay,  Delhi,  Hyderabad,  Madras,  Calcutta, 
Ahmedabad,  Bangalore,  Ludhiana,  and  Kanpur  (99).  Attached 
to  each  office  is  a  medical  board  including  an  ophthalmologist, 
an  ear-nose-throat  specialist,  an  orthopedic  surgeon,  and  a  general 
practitioner  who  examines  the  registrants.  Registrants  approved 
for  work  by  the  medical  board  of  the  special  office  need  not 
be  re-examined  by  employers  (332).  The  All  India  Institute  of 
Physical  Medicine  and  Rehabilitation  in  Bombay  assists  the  Special 
Employment  Office  in  that  city  by  assessing  those  registered  with 
the  office  and  providing  them  with  prostheses  when  necessary. 

Up  to  December  31,  1965,  a  total  of  2,789  handicapped  persons, 
most  of  them  orthopedically  handicapped,  had  been  placed  in 
open  employment  by  the  nine  special  employment  exchanges  (162). 
The  special  offices  also  collaborate  with  various  voluntary  groups, 
and  this  has  resulted  in  a  rapid  rise  in  the  numbers  registered 
and  placed.  The  total  number  of  handicapped  persons  registered 
in  these  exchanges  up  to  1967  was  10,286,  of  whom  1,733  were 
blind,  1,318  deaf,  and  7,235  orthopedically  handicapped.  Of  these, 
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employment  had  been  secured  through  the  employment  exchanges 
for  3,671  persons  —  464  blind,  554  deaf,  and  2,653  orthopedically 
handicapped. 

Registered  Employed 

Blind  1,733  464 

Deaf  1,318  554 

Orthopedically  handicapped         7,235  2,653 


Total       10,286  3,671 

The  experience  of  the  special  employment  office  in  Bombay 
has  been  that  employers  are  concerned  about  the  risks  of  accidents 
with  handicapped  employees;  jobs  have  to  be  analyzed  with 
reference  to  the  capacities  of  the  employee  in  order  to  dispel 
the  employer's  fears,  as  illustrated  by  the  case  of  a  crippled 
die-maker  in  a  Poona  factory  (220).  Nevertheless,  work  place- 
ments made  by  the  Bombay  office  have  generally  been  successful, 
and  the  production  of  physically  handicapped  workers  has  com- 
pared favorably  with  that  of  non-handicapped  employees  : 

7%  above  average 
82%.  average 
11%  below  average 

This  record  may  improve  with  better  methods  of  follow-up  and 
assistance  for  those  placed  (220). 

Government  provisions  for  employment  of  the  physically  handi- 
capped have  followed  this  sequence: 

1950:  Training  Centre  for  the  Adult  Blind  at  Dehra  Dun  (now 
provides  for  150  blind  men  and  35  blind  women)., 

1954:  A  small  Employment  Office  of  the  Training  Centre  for 
the  Adult  Blind,  in  Madras. 

1956:  Seminar  on  the  Employment  of  the  Blind.  The  far- 
reaching  conclusions  applied  to  other  handicapped 
groups  as  well. 

1958:  Plan  for  Special  Employment  Offices  for  the  Physically 
Handicapped  drawn  up  in  consultation  with  an  ILO 
expert. 
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1959:    First  Special  Employment  Office  established  in  Bom- 
bay (157  placed  up  to  September  1961). 
1961 :    Second  Special  Employment  Office  established  in  Delhi. 

1962:    Third  Special  Employment  Office  established  in  Madras 
(146  placed  up  to  September  1961). 

Changes  in  employer  attitudes,  from  neg^itive  to  positive,  to- 
ward hiring  a  handicapped  person  may  be  accelerated  by  employer 
awards  to  be  given  in  celebrating  the  March  1970  World  Day  of 
the  Disabled.  The  central  government  through  its  Department  of 
Social  Welfare,  and  with  the  cooperation  of  the  state  Directors 
of  Social  Welfare,  is  planning  the  first  of  what  is  to  become  an 
annual  event  for  celebrating  the  World  Day  of  the  Disabled  — 
the  bestowal  of  All-India  National  Awards  for  Outstanding  Em- 
ployers of  the  Physically  Handicapped,  and  also  for  the  most 
efficient  blind,  deaf,  or  orthopedically  handicapped  employees. 

The  earliest  rehabilitation  efforts  for  the  handicapped  sponsored 
by  the  central  government  were  those  undertaken  on  behalf  of 
war-associated  injuries,  primarily  for  ex-servicemen.  Many  of 
these  services  were  later  expanded  to  include  civilians,  and  as 
the  number  of  veterans  diminishes  through  death  the  programs 
can  be  expected  to  become  entirely  civilian-oriented.  The  Direct- 
orate General  of  Resettlement  of  the  Ministry  of  Defense  co- 
ordinates measures  for  the  rehabilitation  of  veterans,  both  able- 
bodied  and  handicapped,  in  consultation  with  the  Department 
of  Social  Welfare.  The  Directorate  General  of  Employment  and 
Training,  Ministry  of  Labour,  as  well  as  other  Central  Ministries 
and  state  governments  have  taken  action  to  rehabilitate  persons 
with  war-incurred  injuries,  particularly  those  sustained  during  the 
Chinese  and  Pakistani  hostilities.  Vocational  guidance  officers 
visit  military  hospitals  from  time  to  time  to  advise  the  potentially 
disabled.  The  Department  of  Social  Welfare  of  the  Government 
of  India  operates  a  Training  Centre  for  the  Adult  Blind  at  Dehra 
Dun,  and  a  Training  Centre  for  the  Adult  Deaf  at  Hyderabad. 
The  Queen  Mary's  Technical  School,  Kirkee  (Poona),  is  exclu- 
sively for  orthopedically  handicapped  ex-servicemen,  and  pro- 
vides training  in  light  engineering  for  a  period  varying  from 
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eight  to  18  months;  attached  to  this  is  a  sheltered  workshop  for 
those  unable  to  follow  open  employment  (95).  The  Artificial 
Limb  Centre  at  Poona,  originally  established  in  1944  for  ex-service- 
men, now  includes  civilians,  and  gives  vocational  training  for 
occupations  such  as  that  of  farmers,  school  teachers,  tailors, 
carpenters,  milk  vendors,  and  clerks  (74).  Disabled  ex-service- 
men may  be  admitted  to  the  Industrial  Training  Institutes  located 
in  various  states.  A  number  of  voluntary  agencies  also  provide 
services  for  these  persons,  such  as  the  sheltered  workshop  of  the 
Fellowship  of  the  Physically  Handicapped  in  Bombay  and  the 
Jawaharlal  Institute  of  Physical  Medicine  and  Rehabilitation  in 
New  Delhi  (95). 

The  rehabihtation  services  for  veterans  aim  to  provide  direct 
civilian  employment  commensurate  with  the  individual's  present 
qualifications,  or  through  vocational  training  to  enable  the  indivi- 
dual to  obtain  such  employment.  Placement  service  is  provided 
through  the  Directorate  General  of  Employment  and  Training 
in  the  Ministry  of  Labour,  Employment,  and  Rehabilitation.  The 
vocational  training  is  available  at  the  Industrial  Training  Insti- 
tutes of  the  various  states,  in  addition  to  Queen  Mary's  Technical 
School  at  Poona  and  at  other  more  specialized  centers  such  as  the 
government  centers  for  the  adult  blind  and  the  adult  deaf.  The 
Queen  Mary's  School  is  the  only  one  specifically  designated  for 
service  personnel.  Opportunities  for  civil  employment  are  facili- 
tated by  the  governmental  relaxations  of  requirements  for  various 
jobs  in  terms  of  age  and  education,  and  priority  in  consideration 
for  such  jobs.  The  major  problems  encountered  in  vocational 
rehabilitation  are:  (1)  the  limited  number  of  civilian  jobs  avai- 
lable; (2)  the  need  to  obtain  work  as  near  their  home  base  as 
possible,  in  view  of  their  disabilities;  (3)  the  individual's  unwill- 
ingness to  accept  a  particular  job;  (4)  employer  reluctance  in 
hiring  them;  (5)  the  limited  number  of  jobs  suitable  in  view  of 
thek  lack  of  the  educational  or  training  quahfications  for  parti- 
cular kinds  of  work;  and  (6)  lack  of  vocational  training  facilities 
suited  to  them,  especially  when  their  previous  education  is  limited, 
or  when  they  have  multiple  handicaps  (49). 

Efforts  are  being  made  to  expand  opportunities  for  the  handi- 
capped in  government  employment,  in  part  as  an  example  to 
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Other  potential  employers  of  the  handicapped  in  fields  other  than 
trades  and  unskilled  work.  A  May  1958  questionnaire  sent  by 
the  Ministry  of  Education  to  state  governments  concerning  the 
number  of  disabled  persons  in  government  employment  revealed 
a  total  of  723,  of  whom  444  were  employed  on  railways.  Included 
were  nine  blind  persons  at  the  Dehra  Dun  center  and  ten  physi- 
cally handicapped  employees  at  the  Artificial  Limb  Center  at  Poona. 

The  Union  Ministry  of  Home  Affairs  has  also  asked  all  the 
central  employment  departments  to  give  special  consideration  to 
the  applications  of  handicapped  persons  for  employment.  Regular 
employment  offices  are  urged  to  make  special  efforts  to  place 
handicapped  persons.  Registration  of  a  physically  handicapped 
person  with  any  employment  office  is  usually  for  a  period  of  six 
months;  before  the  end  of  that  period  the  office  is  to  send  him 
a  letter  reminding  him  of  the  expiration  date  and  informing  him 
that  action  must  be  taken  if  he  wishes  to  remain  on  the  registry. 
The  regular  office  is  also  advised  to  have  a  special  person  to  deal 
with  handicapped  registrants,  and  to  send  a  special  letter  to  em- 
ployers to  whom  a  handicapped  registrant  is  being  recommended. 
Follow-up  is  also  specified.  The  Government  of  India  hopes 
eventually  to  estabUsh  at  least  one  special  employment  office  in 
each  state,  and  to  encourage  voluntary  groups  to  establish  work- 
shops for  the  handicapped.  There  are  plans  for  providing  training 
in  general  technical  trades  for  the  blind  and  deaf  in  a  few  institu- 
tions, but  orthopedically  handicapped  students  are  expected  to  go 
to  ordinary  training  institutions.  The  scholarships  awarded  every 
year  by  the  Department  of  Social  Welfare  of  the  Government 
of  India  to  blind,  deaf,  and  orthopedically  handicapped  students 
can  be  used  either  for  higher  education  or  for  technical  and 
professional  training  (95).  A  pilot  study  is  proposed  for  identify- 
ing jobs  for  the  physically  handicapped  in  certain  industries. 

The  Government  of  India  held  the  First  National  Seminar  on 
the  Training  and  Employment  of  the  Physically  Handicapped 
in  Bangalore  Dec.  16-22,  1961.  At  this  conference  the  89  delegates 
inciiddd  representatives  of  the  central  and  state  governments, 
voluntary  organizations,  employers'  groups,  a  labor  union,  and 
an  international  organization  (129,130,131).  Six  special  subjects 
were  discussed:  the  training  of  the  bhnd,  training  of  the  deaf. 
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training  of  the  orthopedically  handicapped,  employment  of  the 
physically  handicapped,  the  teaching  profession,  and  the  adminis- 
tration of  services  for  the  physically  handicapped.  A  broad  range 
of  recommendations  resulted  concerning  what  could  and  should 
be  done  to  provide  adequate  opportunities  for  training  and  employ- 
ment: 

Methods  of  occupational  analysis  to  determine  those  occupa- 
tions suitable  for  the  handicapped 

Steps  |to  be  taken  in  determining  those  occupations  which 
are  not  overcrowded 

Machinery  to  be  set  up  to  maintain  liaison  between  training 
and  employment  establishments 

Integration  of  vocational  counselling  and  guidance  into  the 
training  program  and  placement  services 

Provisions  for  retraining  when  a  change  of  job  is  necessary 

Type  and  duration  of  follow-up  services 

Qualifications  of  Special  Employment  Officers  for  the  physi- 
cally handicapped 

Training  for  tliese  special  officers 

Criteria  for  determining  which  persons  are  suitable  for  open 

employment,  sheltered  employment,  or  homework 
Subsidies  for  sheltered  employment 
Pilot  homework  schemes 
Machinery  for  securing  rural  employment 

Industrial  employment  units  which  could  be  set  up  by  state 
governments  for  the  handicapped 

Separate  provisions  for  the  blind  and  deaf 

Possible  range  of  state  employmyent 

Means  for  undertaking  a  pubUc  education  campaign 

Provision  of  residential  accommodation  for  handicapped  per- 
sons employed  in  urban  areas 

Need  for  accurate  statistical  survey  based  on  international 
definitions  of  categories  of  the  handicapped 

Enactment  of  suitable  legislation  assisting  the  handicapped 
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Since  that  initial  conference  several  other  meetings  have 
been  devoted  to  the  question  of  vocational  rehabilitation,  such 
as  the  July  1961  symposium  held  at  the  University  of  Bombay 
by  the  Fellowship  for  the  Physically  Handicapped  on  the  topic 
of  rehabilitation,  its  benefits  and  possibilities  from  bed  to  job. 
More  recently  the  Indian  Conference  of  Social  Work,  in  collabo- 
ration with  the  Indian  Society  for  the  Rehabilitation  of  the 
Handicapped,  conducted  a  Seminar  on  Vocational  Rehabilitation 
and  the  Use  of  Normal  Facilities  for  the  Handicapped,  at  Poona 
April  23-24,  1966.  Like  the  Bangalore  conference,  this  Seminar 
pointed  out  many  existing  deficiencies  in  current  provisions  for 
vocational  rehabihtation,  and  made  a  number  of  recommendations 
for  alleviating  the  problems  faced.  It  was  pointed  out  that  not 
only  was  there  a  lack  of  adequate  medical  and  vocational  re- 
habihtation facilities  in  India,  but  there  was  no  concerted  and 
purposeful  effort  to  coordinate  even  the  limited  facilities  pro- 
vided by  central  and  state  governments  on  the  one  hand  and 
by  voluntary  societies  on  the  other  hand,  with  the  object  of  re- 
habilitating and  finding  employment  for  the  handicapped.  There 
was  often  wasteful  duplication  of  effort  in  the  same  city  or  town, 
and  waste  of  energy  in  needless  rivalries.  For  this  reason  it  was 
urged  that  Coordination  Boards  for  the  Rehabilitation  of  the 
Handicapped  be  organized.  The  rehabilitation  program  proposed 
in  the  Fourth  Five  Year  Plan  had  provided  more  money  than 
ever  before  but  still  a  limited  amount  in  view  of  the  needs.  The 
Plan  proposed:  (1)  a  factory  for  the  manufacture  of  standard 
components  of  prosthetic  appliances  on  a  mass  scale,  for  fitting 
the  individual  while  still  in  the  hospital;  (2)  two  to  five  rehabih- 
tation centers  for  working  with  complicated  cases  and  for  train- 
ing the  necessary  rehabilitation  personnel;  and  (3)  rehabihtation 
units  in  35  medical  colleges  m  different  parts  of  the  country. 
To  fit  this  plan,  there  has  been  development  and  expansion  of 
services  at  the  All  India  Institute  of  Physical  Medicine  and 
Rehabihtation,  Bombay,  the  Central  Institute  of  Orthopaedics, 
Delhi,  and  the  Institute  of  Speech  and  Hearing  at  Mysore  (308). 

Partial  implementation  of  the  Plan  was  indicated  in  March 
1968,  when  the  central  government  announced  the  establishment 
of  two  pilot  Vocational  Rehabilitation  Centres  for  the  Physically 
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Handicapped  in  Bombay  and  Hyderabad,  with  initial  assistance 
being  given  to  the  deaf  and  orthopedically  handicapped,  and 
other  categories  of  handicap,  such  as  the  blind,  to  be  added  later. 
These  projects  are  aided  by  the  Social  and  Rehabihtation  Service 
of  the  U.S.  Department  of  Health,  Education,  and  Welfare. 
The  centers  will  admit  for  evaluation  and  adjustment  services 
those  adults  ready  for  employment  or  training,  who  will  be 
given  information  about  community  facilities  and  referred  to 
appropriate  agencies.  The  period  of  vocational,  medical,  and 
psychological  assessment  will  last  up  to  50  days,  after  which 
arrangements  will  be  made  for  appropriate  training,  with  place- 
ment in  open  industry  and  follow-up  provided  through  the 
Special  Employment  Exchanges  in  Bombay  and  Hyderabad. 
The  centers  will  work  in  close  liaison  with  local  industries,  sti- 
mulate the  development  of  rehabilitation  programs,  and  publicize 
the  need  for  such  programs  (310,  315). 

There  will  always  be  need  for  some  sheltered  workshops  for 
those  unable  to  perform  in  regular  work  situations.  In  addition 
to  the  workshops  for  the  adult  blind  and  deaf  maintained  by 
the  central  government,  state  governments  are  gradually  expand- 
ing their  own  provisions  of  this  kind.  A  leader  in  this  kind  of 
development  is  Maharashtra  State,  which  in  1967  had  the 
following  (132): 

Number  of  Sheltered  Workshops  for  Handicapped  Adults 
Y\ear  Blind       Deaf  Orth.Hund.  Ment.Hand.  Total 

1961-62  5  2  2  0  9 

1965-66  6  2  3  0  11 

An  international  survey  conducted  by  the  World  Commission 
for  Vocational  Rehabilitation  of  the  International  Society  for 
Rehabilitation  of  the  Disabled  indicated  that  in  India  in  late 
spring  of  1964,  there  was  a  total  of  nine  sheltered  workshops 
providing  for  between  220  and  270  handicapped  persons,  of  whom 
92%  were  persons  with  amputations  or  other  limb  handicaps, 
1%  paraplegic,  and  7%  bUnd.  These  sheltered  workers  all  had 
the  same  schedules  as  those  in  open  industry,  working  5^  to  6 
days  per  week.  Although  in  some  countries  contracts  have  both 
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a  time  and  quantity  specification,  in  India  "contracts  are  let  on  a 
job  basis  and  end  whenever  the  workshop  can  deliver  the  speci- 
fied number  of  objects"  (143).  No  disability  pensions  are 
provided. 

An  examplle  of  a  training-cum-production  center  is  the  Work- 
shop of  the  Fellowship  of  the  Physically  Handicapped  in  Bombay 
where  about  100  orthopedically  handicapped  persons  are  employ- 
ed in  occupations  such  as  carpentry,  printing,  bookbinding,  paper 
and  cardboard  work,  and  miscellaneous  tasks  such  as  bunching 
safety  pins.  After  a  period  of  working  at  a  daily  rate,  the  workers 
pibgress  to  piece-work  rates,  and  they  may  be  moved  from  one 
section  to  another  to  further  develop  their  skills.  Supplementary 
services  include  a  canteen,  movie  programs,  a  library,  recreational 
activities,  and  classes  in  Hindi  and  other  subjects.  Such  a  work- 
shop is  not  literally  a  sheltered  workshop  in  the  sense  of  provid- 
ing subsidized  terminal  employment  under  special  conditions,  for 
its  purpose  is  to  serve  as  a  transitional  stage  leading  eventually 
to  employment  in  the  open  labor  market,  in  cooperation  with  a 
local  employment  office  or  voluntary  organizations  (329). 

A  similar  workshop  is  operated  in  conjunction  with  the  Lady 
Dhunjibai  Beggars  Home  run  by  the  Salvation  Army  with  assist- 
ance from  the  Directorate  of  Social  Welfare  for  the  state  of 
Maharashtra.  This  home  is  for  male  orthopedically  handicapped 
beggars  only.  Those  who  enter  the  workshop  are  given  room 
and  board  at  a  modest  cost,  and  perform  work  on  a  contract 
basis,  such  as  assembling  plastic  flowers,  preparing  marble  mosaic 
tiles,  printing,  assembling  water  heaters,  and  painting  wooden 
toys  after  sanding.  No  placement  service  is  provided,  and  the 
men  must  obtain  their  own  jobs  after  training.  The  workshop 
operated  at  Ahmedabad  by  the  Cripples'  Association,  Apang 
Manav  Mandal,  is  similar. 

Up  to  the  present,  programs  of  work  for  the  homebound  have 
been  selected  and  unorganized.  A  crippled  woman  might  do 
some  knitting,  crocheting,  or  other  needlework  and  sell  her  pro- 
ducts to  friends  or  to  a  local  shop.  Occasionally  the  crippled 
member  of  a  family  which  is  practicing  a  trade  such  as  basket- 
making  may  assist  in  the  craftwork  (329). 
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Considerable  information  and  experience  concerning  the  voca- 
tional rehabilitation  of  the  handicapped  has  been  accumulated 
in  experimental  programs  for  beggars,  many  of  whom  are  found 
to  have  handicapping  conditions.    The  earliest  law  relating  to 
begging  in  modern  India  was  the  European  Vagrancy  Act  of 
1874  (146).    (Perhaps  the  government  at  that  time  was  more 
ashamed  of  the  European  beggars  than  the  Indian  ones.)  Increas- 
ing concern  developed  as  the  seriousness  of  the  problem  became 
evident;  for  example,  the  police  in  Bombay  some  years  ago  un- 
earthed a  syndicate  employing  200  children  for  the  purposes  of 
begging,  some  of  these  children  having  been  deliberately  maimed 
(317).    In  the  first  decade  of  the  20th  century  many  local  acts 
were  passed  which  prohibited  begging.    The  Bombay  Beggars 
Act  of  1945  went  further  and  was  not  only  aimed  at  the  preven- 
tion of  begging  but  also  at  the  custody,  trial,  and  rehabilitation 
of  beggars  (except  for  those  begging  in  or  about  a  place  of  wor- 
ship). Commitment  to  Beggars  Homes  was  made  for  from  one 
to  three  years  for  a  first  offense  and  three  to  seven  for  subse- 
quent ones.    The  Act  prescribed  a  separate  procedure  for  deal- 
ing with  children  and  with  persons  suffering  from  leprosy  or 
lunacy.    No  provision  was  made  for  probation,  casework,  after- 
care, and  follow-up  (146). 

It  is  recognized  that  there  is  still  a  long  way  to  go  in  enforcing 
existing  laws.  For  example,  in  Calcutta  33,000  beggars  still 
swarm  the  streets  each  day.  These  include  not  only  homeless 
and  disabled  persons  but  also  cases  of  older  persons  who  are  sent 
out  to  beg  by  their  relatives  in  order  to  pay  their  way,  and 
children  who  are  specifically  taught  to  beg.  If  each  person  earned 
just  one  rupee  a  day,  the  total  would  represent  an  impressive 
sum  spent  for  charity.  The  West  Bengal  government  has  now 
established  eight  homes  for  beggars  under  the  Controller  of 
Vagrancy,  to  teach  inmates  useful  trades,  but  only  2,000  can  be 
accommodated  in  these  programs,  and  even  with  similar  projects 
by  voluntary  agencies,  only  a  very  small  proportion  of  the  total 
number  of  beggars  can  be  provided  for  in  this  way.  If  the  tradi- 
tional practice  of  giving  alms  were  abandoned  and  if  the  amounts 
given  daily  to  beggars  were  pooled,  one  beggars'  home  could  be 
established  every  day  (317). 
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The  Bombay  Beggars  Act  of  1947  was  enacted  tO'  prevent 
disadvantaged  persons  from  becoming  beggars  and  to  rehabilitate 
those  who  were  already  beggars.  New  techniques  were  intro- 
duced such  as  classification,  casework,  institutional  treatment, 
and  placement.  Thus  the  Worli  Clearing  House  became  a  classifi- 
cation center  called  the  Worli  Receiving  Centre  for  Beggars.  Pro- 
bation officers  now  investigate  the  social  background  of  the 
beggars,  a  new  program  of  work  camps  and  preventive  workshops 
has  been  undertaken,  and  it  is  planned  to  add  after-care  and 
follow-up  services.  The  need  for  these  provisions  arises  from 
the  fact  that  India  is  still  in  that  stage  of  social  history  through 
which  many  other  countries  have  passed,  when  begging  was  a 
recognized  institution.  Now  begging  is  increasingly  recognized 
as  a  manifestation  of  marginal  delinquency,  to  be  treated  by  a 
two-pronged  approach:  (1)  the  attitude  of  the  community  toward 
indiscriminate  charity  must  be  changed;  and  (2)  beggars  must 
be  given  good  work  habits  and  helped  in  the  process  of  becoming 
assimilated  into  society  (374).  The  Beggars'  Act  Advisory 
Committee  formed  in  Bombay  in  1959  has  done  much  to  educate 
the  general  public  concerning  the  problem  of  begging  and  possi- 
ble solutions  (134). 

An  example  of  provisions  for  women  beggars,  many  of  whom 
are  handicapped,  is  that  of  the  State  Aftercare  Home  in  Dahoda 
near  Ahmedabad,  which  houses  83  women  and  three  children. 
One  study  showed  that  60%.  of  them  were  seriously  disturbed 
emotionally.  Those  who  are  physically  able  are  taught  tailoring, 
knitting,  embroidery,  broom-making,  weaving,  and  vegetable 
gardening.  In  1968  a  psychiatric  center  operated  by  the  state 
Social  Welfare  Department  treated  ten  of  the  women.  In  that 
year  37  women  were  rehabilitated,  and  six  restored  to  their 
families.  Altogether  24  were  released  and  six  transferred  to 
other  institutions.  Of  the  five  beggar  homes  in  the  state  of 
Gujarat,  this  is  the  only  one  exclusively  for  women  (430). 

A  Bombay  report  has  indicated  that  institutions  for  beggars 
should  be  classified  into  (1)  classification  centers;  (2)  terminal 
homes  serving  as  shelters  for  incurably  helpless  lifelong  cases; 
(3)   detention  homes  for  rehabilitation  of  rehabilitable  cases; 
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(4)  work  camps;  and  (5)  after-care  homes.  The  number  of 
institutions  of  these  various  kinds  in  the  state  of  Maharashtra 
increased  between  1946  and  1962  from  12  to  27,  and  the  number 
provided  for,  from  1,200  to  over  5,000,  along  with  increasing 
voluntary  provisions.  The  number  of  women  driven  to  beggary 
has  been  found  to  be  relatively  low  as  compared  with  men. 

Out  of  a  total  of  19,222  beggars  arrested  in  Bombay,  the 
following  categories  were  found  in  this  order  of  frequency: 

Able-bodied  (including  unclassified)  .  9,202 

Old  and  infirm  and  crippled  . .  4,805 

Leprosy  patients  . .  2,067 

Blind  1573 

Over  half  of  the  beggars  in  Bombay  come  from  other  regions 
(146).  ^ 

There  is  a  real  problem  where  able-bodied  persons  are  unwill- 
ing to  work,  and  remain  beggars  as  a  matter  of  choice  rather 
than  necessity.  In  rehabilitation  programs,  more  technical  instruc- 
tors are  needed  in  proportion  to  the  custodial  and  medical  staff. 
Specific  suggestions  were  given  in  the  committee  report  for  the 
organization  and  staffing  of  training  centers.  Fifty  occupations 
were  listed  for  existing  Beggars  Institutions. 

There  is  also  a  problem  of  working  with  adolescent  beggars,  as 
shown  by  age-group  data  for  the  2,709  beggars  committed  in  the 
period  from  April  1,  1959,  to  March  30,  1960:  745  out  of  2,414 
males,  and  188  out  of  295  females,  were  in  the  age  group  16  to 
25  years  of  age;  more  females  proportionately  were  in  this 
younger  group  (374). 

Training  in  crafts  and  skills  now  enables  some  beggars  to  be- 
come self-supporting,  and  is  provided  in:  tailoring  and  button- 
making;  gardening;  agriculture  and  poultry-raising;  spinning; 
clay-modeling;  knitting;  weaving;  carpentry;  cane  work;  broom 
making;  leather  work;  bamboo  work;  oil-pressing;  chalk-stick 
making;  music;  and  soap-making  (146).  At  the  workshop  run 
by  the  Salvation  Army  at  the  King  George  V  Infirmary  in 
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Bombay  for  ex-boggars,  the  contract  work  of  sorting  screws  was 
lost  because  some  of  the  workers  did  not  think  it  really  mattered 
which  box  they  put  the  screws  into.  Evidently  som^  were  not 
ready  for  employment,  and  had  to  be  made  to  adapt  to  the  job 
demands  or  be  discharged.  In  a  Nagpur  project,  the  folding 
of  paper  linings  for  tea  boxes  proved  a  satisfactory  testing  situa- 
tion for  attendance,  seriousness  of  purpose,  and  willingness  to 
work  at  a  simple  task  (332). 

An  experiment  was  conducted  at  the  Chembur  Home  for  Male 
Beggars  from  December  1955  to  March  1956  by  the  Occupational 
Therapy  Training  School,  King  Edward  Memorial  Hospital, 
Bombay,  by  sending  groups  of  senior  students  to  work  at  the 
Home.  The  project  had  a  number  of  aspects  such  as  preparing 
adapted  equipment  and  gadgets  to  be  used  by  crippled  inmates 
so  that  they  could  feed  and  look  after  themselves  (Activities  of 
Daily  Living),  and  even  do  craft  work  of  various  kinds.  The 
study  indicated  that  crippled,  leprosy-affected,  tubercular,  and 
bUnd  inmates  could  profit  from  occupational  therapy,  and  that 
properly  selected  occupations  had  a  definite  place  in  the  rehabi- 
litation of  inmates  by  giving  them  motivation  to  work  after 
their  discharge.  Such  a  study  indicates  that  occupations  must 
be  carefully  selected  and  assigned,  and  a  good  system  of  incen- 
tives must  include  adequate  payment  for  work  done  in  the  insti- 
tution, a  social  casework  approach  to  the  individual,  trainmg  for 
specific  trades  and  development  of  good  work  habits,  and  place- 
ment service  which  for  the  handicapped  should  be  linked  with 
the  Special  Employment  Office  for  the  Handicapped  in  Bombay. 
Thus  a  more  thorough  investigation  is  needed  of  the  occupations 
available  in  institutions,  the  training  needed  for  them,  the  amount 
of  payment  for  work,  the  possibilities  of  open  and  sheltered  em- 
ployment, and  the  provisions  for  training  and  education  (374). 

The  Bombay  study  of  beggars'  homes  emphasized  certain  points 
of  view  which  are  important  considerations  at  all  stages  of  the 
process  of  rehabilitation.  Psychologically  charity  harms  the 
giver  and  receiver  alike;  it  deadens  the  conscience  of  the  giver 
by  allowing  him  to  shed  a  feeling  of  responsibility  for  the  needy, 
and  it  deadens  the  conscience  of  the  receiver  in  that  he  loses  his 
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self-respect.  (One  of  the  chief  problems  faced  in  rehabilitating 
beggars  has  been  this  very  loss  of  self-respect.)  India  has  reach- 
ed a  stage  of  conflict  between  a  dying  medieval  social  organiza- 
tion and  an  incoming  system  of  socialistic  democracy.  It  has 
been  urged  that  charitable  aid  should  never  be  directed  to  an 
individual  but  should  be  directed  to  an  organized  institution 
which  symboUzes  the  community's  desire  to  rehabiUtate  the  needy 
and  thus  help  them  to  help  themselves  (187).  As  the  extended 
family  and  socially  self-suflicient  village  disappear,  authorities 
recognize  that  their  responsibilities  must  be  taken  over  by  the 
State.  Tackling  the  problem  of  begging  in  one  part  of  a  state, 
however,  is  no  solution  when  other  ports  of  the  state  do  not 
prevent  migration  of  large  numbers  of  beggars  to  that  area. 
Therefore  all  the  important  urban  areas  need  to  be  brought 
under  the  jurisdiction  of  the  Beggars  Act,  with  inter-state  transfer 
of  beggars.  Institutions  for  beggars  should  be  regarded  as  self- 
dissolving.  The  problem  of  beggary  must  be  attacked  on  many 
fronts,  such  as  social  security  pensions;  pensions  for  the  aged, 
infirm,  and  crippled;  grants  to  workshops;  special  employment 
exchanges;  rehabilitation  of  those  with  leprosy;  employment  of 
the  handicapped;  and  shelters  for  the  aged  and  infirm.  The 
problem  of  the  able-bodied  chronic  delinquent  beggars  including 
criminals  needs  different  institutional  treatment. 

In  general  one  finds  that  Indian  experts  are  dissatisfied  with 
the  types  of  vocational  training  and  employment  now  available 
for  the  handicapped.  For  example,  one  report  states  that  a 
serious  limitation  of  the  services  provided  for  the  handicapped 
in  the  31  institutions  for  them  in  the  state  of  Gujarat  is  the  fact 
that  the  vocational  training  given  is  limited  to  certain  basic  trades 
such  as  carpentry,  tailoring,  basket-making,  and  weaving  regard- 
less of  the  preferences  and  aptitudes  of  the  trainees.  According 
to  this  report,  a  broadening  of  the  vocational  ofi'erings  is  needed, 
as  well  as  more  trained  personnel  and  the  introduction  of  a 
variety  of  educational  and  cultural  studies  to  avoid  the  present 
narrow  focus  of  the  training  (75). 

It  is  reasonable  to  expect  that  the  industrial  types  of  employ- 
ment will  continue  to  increase,  at  least  more  rapidly  in  India 
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than  in  other  Asian  countries,  for  various  reasons.  Although 
India  is  not  well  developed  economically  as  compared  with 
western  countries,  it  has  the  advantages  of  a  large  national  mar- 
ket of  its  own  as  well  as  resources  of  coal  and  iron  ore.  The 
very  size  of  the  country  has  also  made  possible  the  production 
of  "an  intellectual  elite  of  considerable  size  and  competence" 
which  is  essential  for  planning  economic  development  and 
implementing  these  plans.  The  pace  of  this  development  may 
be  slow,  partly  because  of  a  contrast  between  radicalism  in 
principle  and  conservatism  in  practice,  but  the  directions  of 
change  have  been  determined  (281). 

At  the  same  time,  it  is  considered  basically  important  to 
continue  to  encourage  crafts  and  small-scale  cottage  industries 
and  agriculture,  since  the  large  numbers  of  unemployed,  under- 
employed, and  undereducated  people  perhaps  for  decades  will 
not  be  absorbed  to  any  appreciable  extent  in  large-scale  indus- 
tries. General  improvement  in  agricultural  practices  is  neces- 
sary, along  with  a  system  of  land  distribution  to  give;  greater 
incentive  for  efficient  and  productive  techniques.  Improvements 
in  public  health  and  in  educational  levels  are  ess<intial  parallel 
trends  (281). 


Chapter  6 


THE  BLIND 


The  problem  of  making  adequate  provisions  for  the  blind  is 
a  more  serious  one  in  India  than  in  many  western  countries, 
since  India  has  more  blind  people  in  proportion  to  its  total 
population,  and  since  the  number  is  actually  increasing  rather 
than  decreasing  as  in  countries  where  major  causes  of  blindness 
are  rapidly  coming  under  control  (76).  The  World  Health 
Organization  in  1962  gave  a  minimum  estimate  of  10,000,000 
for  the  total  number  of  blind  persons  in  the  world,  although  some 
experts  believe  the  actual  figure  is  much  greater  because  many 
countries  count  only  the  persons  who  are  completely  blind,  that 
is,  who  have  no  light  perception  at  all.  About  two-thirds  of 
the  world's  blind  people  live  in  Asia  (382).  India  is  said  to 
have  the  largest  number  of  blind  persons  of  any  country  in 
the  world,  but  the  estimates  vary  from  one-fifth  (466,  468)  to 
one-fourth  (99)  of  the  14,000,000  blind  persons  in  the  world, 
with  India  having  about  4,390,000.  About  1,000  persons  in 
every  100,000  in  India  are  said  to  be  bUnd  versus  450  per 
100,000  as  a  world  average  (99).  The  blind  are  either  the 
largest  or  the  second  largest  group  of  the  handicapped  in  major 
cities:  largest  in  Delhi,  and  second  largest  in  Bombay  and  in 
Kanpur  (468). 

The  1931  census  in  India  gave  a  total  of  601,370  bKnd  per- 
sons, but  in  1944  a  government  report  on  "Blindness  in  India" 
placed  the  total  number  of  bhnd  persons  at  2,000,000.  The 
country-wide  survey  conducted  by  the  Trachoma  Control  Pilot 
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Project,  which  was  estabhshed  by  the  Government  of  India  under 
the  Indian  Council  of  Medical  Research,  estimated  that  1% 
of  the  total  population  in  India  was  "economically  blind."  This 
meant  a  total  of  more  than  4,500,000  visually  handicapped  per- 
sons. If  one  assumes  that  20%  of  this  group  were  children 
less  than  16  years  of  age,  there  were  at  that  time  900,000 
educable  blind  youngsters.  But  about  400,000  of  a  4,390,000 
total  estimated  by  the  Ministry  of  Education  in  1967  were  said 
to  be  of  school  age  (185). 

The  sheer  size  of  the  estimates  of  the  numbers  of  blind 
persons,  for  so  few  of  whom  services  can  now  be  provided,  may 
tend  to  discourage  governments  and  private  agencies  from 
undertaking  projects  in  their  behalf.  Some  believe  that  predictions 
of  the  actual  number  who  may  become  blind  in  the  future, 
restricted  to  a  given  area  or  group,  would  be  less  frightening 
and  more  likely  to  encourage  the  establishment  of  services  (262). 

Blindness  has  actually  been  increasing  in  India.  It  is  estimated 
that  there  are  at  least  2,000,000  totally  blind  persons,  and  that 
for  every  totally  Wind  person  there  are  three  with  defective 
vision  resulting  from  eye  diseases.  Most  of  the  blindness  is 
preventable  or  curable  with  appropriate  services;  one  expert 
gives  an  estimate  of  70%  to  80%  (99)  and  another  90%  (490). 
The  incidence  of  blindness  is  considered  to  be  higher  in  rural 
than  in  urban  areas,  for  several  reasons: 

(1)  ignorance  about  how  to  preserve  the  health  of  eyes; 

(2)  ill  advised  self -medication  of  minor  eye  diseases; 

(3)  disastrous  treatment  by  quacks  and  religious  mendicants; 

(4)  incidence  of  smallpox  and  venereal  disease,  which  account 
for  more  than  20%>  of  the  blindness; 

(5)  prejudice  against  vaccination,  and  failure  to  seek  treat- 
ment for  venereal  infection  (490). 

Studies  at  the  government  Training  Centre  for  the  Adult  Blind 
also  indicate  that  blindness  is  more  conmion  in  the  lower  economic 
classes  than  in  the  higher. 
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Malnutrition  is  regarded  as  one  of  the  main  causes  of  blindness 
among  children.  It  is  reported  that  12,000  children  go  blind  every 
year  in  India  because  of  Vitamin  A  deficiency  (76).  Among 
adults,  industrial  accidents  are  an  additional  important  cause 
(490).  A  lower  percentage  of  the  total  number  of  blind  persons 
in  the  upper  age  brackets  as  compared  with  the  West  is  probably 
due  to  the  shorter  life  span  of  Indians. 

The  major  causes  of  blindness  in  India  are  summarized  as 
follows  (232): 

Infancy  and  childhood 

Trachoma  and  associated  conjunctivitis 
Small-pox 

Ophthalmia  neonatorum 
Malnutrition 

Dangerous  games  and  defective  toys 
Congenital  abnormalities  like  infantile  cataract 
Hereditary  diseases 

Youth 

Trachoma  and  associated  conjunctivitis 

Smallpox 

Malnutrition 

Injuries  in  hazardous  industries  and  occupations 
Sports 

Defective  methods  of  reading  and  writing 
Solar  eclipse 
Venereal  diseases 
Hereditary  diseases 

Adulthood  and  old  age 
Cataract 
Glaucoma 
Venereal  diseases 
Diabetes 
Hypertension 

Smallpox  (332)  and  trachonia  are  thus  the  most  common 
overall  causes  of  blindness.  According  to  the  estimate  provided 
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in  the  1961  report  of  the  Indian  Health  Survey  and  Planning 
Committee,  there  are  between  10  and  40  cases  of  smallpox 
each  year  per  100,000  of  the  general  population  (281),  which 
for  a  population  of  520,000,000  means  an  annual  total  of  bet- 
ween 52,000  and  208,000.  Trachoma  has  afflicted  between  3^% 
and  78%  of  the  population  in  northern  and  northwestern  India, 
and  25%.  in  other  sections  (281).  Random  surveys  undertaken 
by  the  Ministry  of  Education  during  the  Second  Five  Year 
Plan  in  Punjab,  Rajasthan,  Delhi,  and  Ut^tar  PHadesh  where 
trachoma  is  highly  endemic  revealed  a  large  percentage  of 
children  under  10  years  of  age  suffering  from  this  disease.  Of 
the  totally  blind  in  India,  30%.  had  lost  their  sight  before  the 
age  of  21,  and  a  large  number  of  these  had  lost  it  in  the  first 
five  years  of  life.  This  underlines  the  importance  of  systematic 
eye  examinations  of  all  school  children,  followed  by  the  educa- 
tion of  pupil  and  parent  concerning  the  nature  and  necessary 
treatment  of  eye  diseases  (490). 

There  is  likewise  an  urgent  need  to  educate  the  rural  popula- 
tion concerning  bUndness.  Nearly  three-fourths  of  rural  India 
is  now  covered  by  a  program  of  community  development,  and 
the  social-education  organizer/administrator  can  help  effect  the 
necessary  changes  in  the  people's  attitudes  and  beliefs.  The  lack 
of  medical  services  often  means  that  minor  eye  diseases  go  un- 
treated. Urban  eye  hospitals  are  needed,  along  with  mobile  eye 
clinics  and  health  visitors  to  carry  their  services  to  the  villages 
(490).  Also  needed  are  complete  ophthalmological  examinations 
on  a  health  insurance  basis,  with  correction  and  medical  treat- 
ment when  indicated  (90).  The  "Eye  Camps"  or  clinics  for  eye 
examinations  and  operations,  first  organized  in  1948,  now  num- 
ber in  the  hundreds  (86).  Eye  banks  are  being  organized  through- 
out India;  the  first  one  was  formally  opened  in  Bombay  in 
1964.  Sight  Conservation  Committees  and  Centres  for  the  Pre- 
vention of  Blindness  are  being  established.  Public  awareness 
was  increased  by  making  "Preserve  Sight  and  Prevent  Blindness" 
the  theme  of  World  Health  Day  in  1962. 
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In  spite  of  these  advances,  there  persists  a  fatalistic  approach 
based  on  the  premise  that  the  blind  will  always  be  with  us,  and 
that  nothing  should  be  done  about  the  situation. 

Our  belief  in  the  'law  of  Karma'  makes  us  feel  that  we 
should  not  interfere  with  His  dispensation,  that  Pro- 
vidence meant  that  the  blind  should  Uve  a  life  of 
dependence  .  .  .  The  idea  that  the  blind  should  earn  an 
independent  living  by  their  own  efforts  is  almost  foreign 
to  us  (99). 

Implicit  in  this  approach  is  the  tendency  to  regard  the  blind 
as  a  group  in  a  generalized  way  rather  than  to  see  them  as  indi- 
vidual men  and  women.  Yet  the  blind  have  tended  to  fare  better 
than  other  groups  of  handicapped  persons  (186,  187),  with  ser- 
vices for  the  bhnd  developing  more  rapidly  than  for  the  deaf 
or  the  oithopedically  handicapped. 

Soon  after  the  beginning  of  World  War  n,  the  Government 
of  India  invited  Sir  Clutha  Mackenzie  to  advise  it  on  measures 
to  be  taken  concerning  the  welfare  of  the  blind  in  India,  and  to 
this  end  appointed  him  Adviser  on  Blindness  to  the  Ministry 
of  Health.  The  government  also  appointed  a  Joint  Committee 
of  the  Central  Advisory  Boards  of  Education  and  Health  to 
investigate  the  causes  of  blindness  and  to  make  recommendations 
concerning  ways  of  improving  the  lot  of  the  blind.  The  Ministry 
of  Education  then  undertook  to  carry  out  a  number  of  the 
recommendations  made.  The  Joint  Conamittee  issued  a  "Report 
on  Blindness  in  India"  that  represented  India's  first  attempt  to 
plan  services  for  the  blind.  A  war-related  project  was  the  esta- 
blishment in  July  1943  of  St.  Dunstan's  Hostel  for  the  Indian 
War-Blinded  at  Dehra  Dun,  as  a  branch  of  St.  Dunstan's  Hostel 
in  the  United  Kingdom,  starting  with  six  bhnd  veterans.  Even- 
tually this  was  renamed  the  Training  Centre  for  the  Adult  Bhnd, 
and  was  opened  to  civiUans.  Other  government  services  for 
the  blind  which  followed  the  estabhshment  of  the  original  center 
were  the  Model  School  for  Bhnd  Children  (1949),  the  Central 
Braille  Press  (1951),  the  workshop  for  the  manufacture  of 
Braille  appliances  (1954),  and  the  Women's  Section  of  the 
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Training  Centre  (1957).  It  is  hoped  that  eventually  a  National 
Braille  Library  can  be  established.  The  government  also  pro- 
poses  to  establish  Braille  presses  on  a  regional  basis  (5). 

The  First  Seminar  on  the  Education  of  the  BUnd,  held  at 
Mussorie  under  the  auspices  of  the  Central  Education  Ministry, 
adopted  a  resolution  to  the  effect  that  a  voluntary  body  known 
as  the  National  Association  of  the  Teachers  of  the  Blind  should 
be  formed.  One  outcome  wsls  the  organization  in  I960  of  the 
Maharashtra  Association  of  BUnd  Teachers,  followed  in  Novem- 
ber 1963  by  its  transformation  into  the  National  Association  of 
Instructors  of  the  Blind.  State  branches  soon  began  to  appear, 
such  as  the  Delhi  branch  in  1964  and  the  Gujarat  branch  in  1965 
(125,  126). 

The  National  Association  for  the  Blind  gives  some  scholar- 
ships for  overseas  training  of  teachers  of  the  blind,  as  at  the 
Perkins  Institute  for  the  BHnd  in  the  U.S.A.  and  in  institutions  in 
England.  The  Government  of  India  gives  fellowships  to  teachers 
of  the  blind  to  travel  around  the  country  and  visit  institutions 
for  the  Blind  (116,  118).  The  first  schools  to  introduce  training 
courses  for  teachers  of  the  blind  were  the  Calcutta  School  for 
the  Blind,  the  Government  School  for  the  Blind  at  Hyderabad, 
and  the  Government  School  for  the  Blind  at  Poonamallee, 
Madras,  but  these  courses  were  offered  only  sporadically  depend- 
ing on  demand  (5).  The  first  regular  course  for  teachers  of  the 
blind  on  an  all-India  basis  was  a  one-year  program  started  in 
1960  at  Palayamkottai  by  the  National  Academy  of  Teachers 
of  the  Blind  established  under  the  auspices  of  the  National  Asso- 
ciation for  the  Blind  and  the  National  Christian  Council  (5,  116). 
The  central  Ministry  of  Education  then  made  plans  for  the 
estabhshment  of  Regional  Teachers'  Training  Courses,  the  first 
being  given  in  Bombay  in  1963. 

Blind  teachers  in  schools  for  the  blind  have  been  appointed 
in  the  past  chiefly  because  they  needed  jobs,  rather  than  on  the 
basis  of  their  qualifications.  It  is  now  urged  that  teachers  in 
these  schools  be  appointed  on  the  basis  of  merit  rather  than 
pity  (9). 
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The  first  school  for  the  blind  in  India  was  established  in  1S87 
at  Amritsar,  Punjab,  by  a  missionary.  Miss  Annie  Sharp,  and 
after  it  was  moved  in  1903  to  Dehra  Dun,  Uttar  Pradesh,  it  even- 
tually became  known  as  the  Sharp  Memorial  School  for  the 
Blind  (208).    Other  schools  followed  in  this  order: 

School  for  the  Blind  at  Palayamkottai,  Madras  1890 

Day  School  for  blind  children  at  Chhatrapati  1895 

Calcutta  School  for  the  Blind  at  Ranchi  1897 

S.P.G.  Mission  School  for  the  Blind  at  Ranchi  1898 
American  Marathi  Mission  School  for  the  Blind 

at  Bombay  (now  the  Dadar  School)  1900 

Before  1920  these  schools  had  difficulty  in  persuading  parents 
to  send  their  children  to  them,  but  for  various  reasons  the  trend 
has  been  reversed  since  that  time,  and  the  schools  now  have 
long  waiting  Hsts  (5). 

Though  in  1900  there  were  only  six  estabhshments  for  the 
Wind,  by  1947  there  were  about  50  and  by  1961  a  total  of  94 
schools  and  training  establishments  providing  for  about  4,000 
pfersons.  There  are  now  more  than  100  institutions  providing 
for  around  10,000  bUnd  persons  out  of  a  total  of  4,390,000,  with 
about  30  associations  concentrating  chiefly  on  the  prevention 
of  blindhess.  In  spite  of  the  fact  that  there  are  about  400,000 
blind  children  of  school  age,  there  are  school  provisions  for  only 
1%  of  them.  The  percentage  may  be  even  less  than  this  in  some 
areas.  For  example,  in  the  state  of  Bihar  there  is  an  estimated 
total  of  200,000  blind  persons  of  whom  60,000  are  children,  but 
only  300  of  these  children  (0.5%)  are  at  present  in  schools  for 
the  blind  (416). 

The  institutions  and  services  that  are  available  include  one 
workshop  for  the  blind,  four  training  centers  for  the  adult  bUnd, 
four  industrial  homes,  sk  other  homes  for  the  blind,  about  75 
schools  for  the  blind,  four  Braille  presses,  five  teacher-training 
courses,  and  one  agricultural  and  rural  training  center  for  the 
blind.  There  are  no  Sunshine  Homes  for  blind  babies  as  in 
England,  no  homes  for  the  aged  and  infirm  blind,  and  no  exclu- 
sive facilities  for  the  blind  who  prefer  technical  or  commercial 
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careers.  There  is  only  one  training  center  for  agricultural  work 
even  though  70%  to  80%  of  the  blind  come  from  rural  areas. 
Setting  up  suflicient  institutions  to  serve  the  blind  alone  would 
be  financially  impossible,  but  even  aside  from  economic  consi- 
derations, the  prefeirable  solution  is  integration  of  the  bUnd  as 
much  as  possible  into  normal  society  (99). 

In  1961  (116)  these  institutions  were  listed  as  serving  the  blind 
in  various  stcites*  : 

Andhra  Pradesh:  2 
Assam:  1 
Bihar:  5 

Gujarat:  11  (13;  one  government  school  Hsted  for  blind 

and  deaf,  is  now  for  deaf  only.) 
Kerala:  5 

Madhya  Pradesh:  3  (4) 
Madras:  8 

Maharashtra:    14  (19) 
Mysore:    5  (6) 
Punjab:    7  (8) 
Rajasthan :  2 
Uttar  Pradesh:   13  (14) 
West  Bengal:    5  (6) 
Delhi:  4 

Jammu  and  Kashmir:  1 
(Orissa:  1) 

Of  the  99  schools  and  institutions  Hsted  (as  corrected),  eight 
were  designated  for  both  the  bUnd  and  the  deaf  (usually  called 
the  deaf  and  dumb),  and  18  were  indicated  as  government  insti- 
tutions. 

Most  schools  for  the  blind  in  India  provide  a  combination  of 
elementairy  education,  vocational  training,  and  instruction  in 
music.  A  few  prepare  the  blind  students  for  matriculation  or 
an  equivalent  examination,  such  as  the  Government  School  for 

*  The  niimbers  and  coimments  in  parentheses,  are  corrections  made  in 
a  later  issue  of  the  journal  in  which  this  report  appeared. 
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the  Blind  in  Madras,  the  Government  School  for  the  Blind  in 
Hyderabad,  and  the  Calcutta  Blind  School.  Some  have  introduced 
new  types  of  training  such  as  chalk-making  at  the  School  for 
the  Blind  in  Poona,  and  massage  and  physiotherapy  at  the 
Victoria  School  for  the  Blind  in  Bombay  (210). 

Recommended  additions  to  present  school  cuTricula  for  the 
blind  are:  crafts  and  hobbies;  clay-modelling  and  sculpturing; 
indoor  physical  activities  such  as  gymnastics,  boxing,  dancing, 
wrestling,  and  weight-lifting;  and  outdoor  physical  activities  such 
as  track  and  field  athletics,  camping,  hiking,  swimming,  cycling, 
rowing,  and  chmbing  (275).  Programs  incorporating  such  acti- 
vities are  being  developed  by  the  rehabilitation  department  of 
the  National  Society  for  the  Prevention  of  Blindness  and  by  the 
Dir.  R.  P.  Centre  for  Ophthalmic  Sciences  of  the  All  India  Insti- 
tute of  Medical  Sciences  in  New  Delhi  (462).  It  is  also  recom- 
mended that  programs  in  schools  for  the  blind  include  a  Home 
Room,  a  Student  Council,  clubs,  dramatics  and  music,  literary 
societies,  school  trips  and  tours,  school  publications,  and  scouts 
and  guides  (199). 

Most  of  the  institutions  for  the  blind  are  run  by  voluntary 
organizations  with  some  subsidy  from  the  state  and  central  gov- 
ernments. The  agency  called  "Grants  Central  Government"  is 
authorized  to  make  grants  for  buildings  and  to  assist  in  launch- 
ing new  projects  such  as  agricultural  programs,  new  schools,  and 
publications  dealing  with  blind  welfare.  The  central  government 
has  contributed  55%  of  the  non-recurring  expenditures  for  the 
development  of  any  approved  new  project.  The  Central  Social 
Welfare  Board  gives  grants  for  equipment  and  maintenance  and 
for  buildings.  In  the  states  of  Maharashtra  and  Gujarat,  grants 
are  given  to  all  institutions  for  the  blind  with  more  than  25 
inmates,  at  the  rate  of  30  rupees  per  person  per  year,  and  two- 
thirds  of  the  audited  expenditures,  whichever  is  less.  Other 
grants  are  given  to  institutions  by  the  Municipalities  at ,  their 
discretion  (116).  The  government  of  Maharashtra  State  also 
has  a  program  of  grants  for  building  (50%)  and  equipment 
(66%).  Some  of  these  subsidies  are  being  increased;  for 
example,  in  1961  the  central  government  liberalized  financial  aid 
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to  the  extent  of  paying  75%  of  operating  costs  instead  of  the 
previous  60%  (78a).  Voluntary  schools  may  be  taken  over 
entirely  by  the  state  government,  as  was  an  institution  for  blind 
boys  started  at  Patna  in  the  state  of  Bihar  in  1922  by  a  private 
group  of  individuals;  the  state  government  took  over  this  school 
in  1958  (416).  Some  state  governments  have  established  new 
schools  for  the  blind  in  areas  where  there  were  none. 

In  the  state  of  Gujarat  there  is  a  total  of  16  institutions  for 
the  blind,  12  of  which  are  voluntary  and  tout  state-operated. 
They  serve  a  total  of  200,000  blind  persons.  Tlie  Adult  Train- 
ing Centre  for  the  Blind  at  Ahmedabad,  founded  by  the  Blind 
Men's  Association  of  that  community  in  1960,  is  a  multipurpose 
institution  with  a  modern  school,  hostel,  dining  hall,  and  work- 
shop. It  provides  secondary  education  and  vocational  training 
for  133  persons  16  to  40  years  of  age.  This  center  has  a  Braille 
library  of  3,628  volumes,  and  circulates  books  throughout  India. 
li  also  publishes  a  bimonthly  magazine  called  "Usha"  for  blind 
persons.  Braille  transcription  work  is  given  to  prisoners  in  the 
Sabarmati  Jail,  which  enables  them  to  reduce  the  length  of  their 
sentences;  50  convicts  have  been  thus  employed  since  1961,  and 
during  1964-65  they  transcribed  more  than  50,000  Braille  papers 
(75). 

Also  in  Ahmedabad  are  the  Andh  Kanya  Prakash  Griha  for 
giving  education  and  training  to  blind  women,  and  a  School  for 
the  Blind  in  Navrangpura,  which  has  a  nursery  for  blind  and 
deaf  children.  The  Training  College  for  Teachers  of  the  Blind, 
founded  in  this  city  in  1963,  is  the  only  college  of  its  type  in  the 
state.  A  training  college  for  social  officers  is  founded  at  Rajkot 
(75). 

The  organizations  and  institutions  serving  the  blind  in  the 
state  of  Maharashtra  in  1967  were  the  following  (370) : 

The  Blind  Relief  Association,  Bombay,  Founded  in  1919,  this 
affiliate  of  the  National  Association  for  the  Blind  works  for  the 
prevention  of  blindness.  Another  affiliate  is  the  Blind  Relief 
Association  of  Delhi  which  in  August  1967  held  the  opening 
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ceremonies  for  the  society's  new  school  buildings,  and  inaugurat- 
ed the  Jor  Mai  Periwal  Memorial  School  for  the  Blind  and 
Training  Centre  for  Teachers  of  the  Blind. 

Government  schools  for  the  blind.  There  are  three,  at  Nasik, 
Latur,  and  Bhandara,  for  admitting  children  6  to  12  years  old 
for  primary  education  using  Bharati  Braille,  and  pre-vocational 
training  in  simple  arts  and  crafts,  music,  and  extra-curricular 
activities  such  as  scouting. 

Victoria  Memorial  School  for  the  Blind,  Bombay.  Founded  in 
1902,  this  school  admits  children  7  to  16  years  of  age,  with 
gjrls  as  day  students  only.  Marathi  and  Gujarati  are  the  lan- 
guages used  as  media  of  instruction,  with  both  academic  and 
vocational  instruction. 

Dadar  School  for  the  Blind,  Bombay.  Founded  in  1900  by  the 
American  Marathi  Mission,  this  school  for  85  youngsters  was 
taken  over  in  1948  by  the  Blind  Relief  Association.  Pupils  who 
have  passed  the  VII  standard  are  sent  to  regular  schools. 

Industrial  Home  jor  Adult  Blind  Women.  This  residential  home, 
located  on  the  grounds  of  the  Dadar  School,  was  established  in 
1957  to  admit  about  30  blind  women  18  to  40  years  of  age. 

Happy  Home  and  School  for  the  Blind,  Bombay.  The  home 
was  established  in  1925  and  the  school  in  1948.  It  admits  court- 
committed  bUnd  children,  61  in  all,  for  academic  and  craft  in- 
struction, who  like  the  pupils  from  the  Dadar  School  are  sent 
)to  regular  schools  when  they  reach  the  VII  level. 

Pocma  Home  and  School  for  the  Blind.  Founded  in  1935,  this 
institution  for  boys  was  expanded  to  include  a  unit  for  girls  in 
1960.  It  provides  free  room  and  board,  clothing,  medical  aid,  and 
vocational  training  for  100  boys  and  35  girls.  The  girls'  unit 
will  eventually  accommodate  a  total  of  100.  Nearly  200  bUnd 
persons  trained  in  this  institution  are  now  self-supporting  (350). 
Training  in  physical  therapy  is  also  given  here. 

The  Andha  Vidyalaya,  Nagpur.  Since  1930  this  residential  institu- 
tion has  accommodated  80  persons,  with  separate  arrangements 


160 


SERVICES  FOR  THE  HANDICAPPED  IN  INDIA 


for  boys  and  girls,  and  like  the  Poona  School  has  an  attachcxl 
sheltered  workshop  for  blind  adults. 

School  for  the  Blind,  Dhulia.  This  residential  school  founded 
with  a  government  grant  in  1963  for  25  pupils  now  has  40 
blind  boys. 

The  N.S.D.  Industrial  Home  for  the  Blind,  Worli,  Bombay.  This 
Home  gives  vocational  training  and  employment  for  80  to  100 
adults,  provides  a  pre-employment  training  center,  and  has  orga- 
nized an  orchestra  much  in  demand  to  play  for  public  functions. 
The  M.  N.  Banajee  Industrial  Home  for  the  Blind,  Bombay. 
Founded  in  1956,  this  Home  provides  50  adults  with  on-the-job 
vocational  training. 

The  Workshop  for  Blind  Men,  Poona.  This  residential  sheltered 
workshop,  operated  by  the  Poona  Blind  Men's  Association,  pro- 
vides 30  persons  with  work  such  as  chair-caning,  packing,  and 
the  manufacture  of  blackboard  chalk. 

The  Workshop  for  the  Blind,  Bombay.  This  was  the  first  sheltered 
workshop  for  the  blind  in  India.  It  was  established  in  January 
1963  by  the  National  Association  for  the  Blind  with  U.S.  Social 
and  Rehabilitation  Service  support.  It  now  undertakes  contracts 
for  assembly,  packing,  etc.,  giving  intensive  training  in  Ugjit 
engineering  jobs  in  preparation  for  employment  in  the  open  labor 
market.  The  industrial  sections  include  manufacture  of  envelopes 
and  cardboard  boxes,  tailoring,  woodwork,  brush-making,  station- 
ery-making, candle-making,  and  fly  presses.  Contracts  are  secured 
from  industrial  firms  and  factories. 

School  for  the  Blind,  Taluka  Kinwar.  This  village  school  for 
28  pupils  was  started  by  a  voluntary  group  in  1962,  with  plans  for 
training  pupils  for  the  agricultural  work  of  the  area. 

The  Maharashtra  State  Council  on  Blindness.  This  autonomous 
organization  counsels  the  state  government  concerning  the  pre- 
vention of  blindness,  and  the  medical  treatment,  welfare,  and 
rehabilitation  of  the  blind.  It  has  also  constructed  a  building  at 
Worli  to  provide  more  modern  vocational  traming  for  blind 
adults. 
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The  National  Association  for  the  Blind.  This  voluntary  society, 
founded  in  1952,  serves  to  coordinate  the  work  of  various  orga- 
nizations for  the  blind,  to  work  for  the  prevention  of  blindness, 
to  initiate  new  programs  and  organizations  for  the  blind,  and 
in  general  to  promote  the  interests  of  the  blind  (5,  208,  210). 

This  association,  which  is  a  member  of  the  World  Council 
for  the  Blind,  is  the  leading  organization  for  the  blind  in  Maha- 
rashtra State  as  well  as  in  India  as  a  whole.  About  80  of 
the  institutions  and  organizations  for  the  bUnd  in  India  are 
affiliated  with  this  association.  Among  its  diverse  accomplish- 
ments have  been  the  M.  N.  Banajee  Industrial  Home  for  the 
Bhnd,  Jogeshwari,  Bombay  (1956);  the  National  Society  for 
the  Prevention  of  Blindness,  New  Delhi  (1959);  the  Tata  Agricul- 
tural and  Rural  Training  Centre  for  the  BUnd,  Phansa  (1960); 
the  National  Academy  of  Teachers  of  the  BUnd,  Palayamkottai 
(1960);  the  NAB-Lions  Blind  Welfare  Library,  Bombay  (1960). 
In  addition  it  has  started  a  rehabilitation  and  adjustment  center 
for  the  bUnd  in  cooperation  with  the  N.S.D.  Industrial  Home 
for  the  BUnd  at  Worli,  and  operates  a  Workshop  for  the 
BUnd  there  which  began  to  function  in  1963.  It  runs  an  Employ- 
ment and  Placement  Service  for  the  blind  and  a  Home  Teaching 
Service,  gives  scholarships  to  blind  students  throughout  the 
country,  secures  other  scholarships  for  training  blind  welfare 
workers,  and  pubUshes  the  journal  "BUnd  Welfare."  This 
journal,  which  first  appeared  in  June  1959,  is  now  issued  three 
times  a  year,  in  April,  August,  and  December.  According  to 
the  association's  statement,  this  publication  "contains  articles 
on  Education,  Vocational  Training,  Rehabilitation,  Employment 
and  other  aspects  of  work  connected  with  the  welfare  of  the 
blind."  It  is  intended  pr;imarily  for  workers  in  the  field  of 
blind  welfare  (377). 

The  National  Association  for  the  Blind  has  also  outlined  a 
plan  for  a  comprehensive  rehabilitation  center  for  aiding  the 
newly  blind  as  well  as  the  blind  who  have  not  had  any  institu- 
tional or  rehabilitation  training.  The  center  would  investigate 
rehabilitation  methods  which  would  faciUtate  the  integration  of 
the  blind  into  the  normal  community,  and  would  serve  as  a  pilot 
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project  for  establishing  "standards  and  methods  of  service  which 
arc  practicable  and  suitable  for  general  application  in  Indian 
conditions."  At  Mount  Abu  the  association  is  now  setting  up 
this  center,  which  it  considers  to  be  the  first  comprehensive  reha- 
bilitation center  in  India.  It  is  located  in  a  large  private  bungalow 
which  has  been  donated  for  this  purpose,  and  is  to  provide  three 
courses  a  year,  each  accommodating  about  50  adults.  Services 
are  to  include  orientation  and  mobility,  psychological  adjustment, 
engineering,  traditional  crafts,  home  economics,  communication 
skills,  and  rural  training  (174). 

The  Home-Teaching  Service  of  the  association  in  1961-62  refer- 
red 34  adults  between  the  ages  of  17  and  50  to  the  Home 
Teacher,  who  secured  for  nine  of  them  admission  to  Industrial 
Homes  for  the  Blind  in  Bombay.  Nine  were  admitted  to  the 
rehabiUtation  section  of  the  N.S.D.  Industrial  Home  for  the 
BHnd,  and  one  was  taught  English  Braille  for  his  B.A.  examina- 
tion, and  arrangements  were  made  for  him  to  learn  typing  at  a 
local  commercial  institute.  Braille,  handicrafts,  and  mobility  were 
taught  to  all  cUents.  Two  clients  above  the  age  of  50  were  referred, 
and  one  of  them,  a  deaf-blind  woman,  was  given  instruction 
in  Braille  and  handicrafts.  The  Home  Teaching  Service  is  still 
a  pilot  project  of  limited  scope,  but  it  is  hoped  that  it  can  be 
expanded  rapidly  to  meet  the  needs  of  more  of  the  5,000  blind 
persons  in  the  city  of  Bombay  (301). 

Future  plans  of  the  NAB  include  provision  for  the  multiply 
handicapped  bhnd  and  a  Tape  Taking-Book  Project,  a  hostel  for 
the  blind  employed  in  Bombay,  and  a  new  Braille  press.  Funds 
come  from  both  voluntary  and  governmental  sources.  State 
branchies  have  been  formed  in  Madras  and  Kerala,  and  others 
may  appear  shortly  (5). 

In  spite  of  increasing  assistance  in  the  field  of  education  of 
the  blind,  it  is  charged  that  half  the  institutions  are  schools  in 
name  only,  and  most  of  them  have  serious  Mmitations  in  staff  and 
other  facilities  (109,  186),  the  quality  of  education  provided 
is  poor,  and  there  is  no  prescribed  curriculum  or  minimum 
standards.  Lack  of  previous  schooling  on  the  part  of  the  young- 
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sters  entering  these  schools  at  a  later  age  makes  it  impossible  to 
divide  groups  on  the  basis  of  age,  and  so  one  often  finds 
a  class  with  children  of  ages  ranging  from  7  to  14  (5).  In 
1959  it  was  stressed  that  there  was  need  for  trained  head- 
masters of  schools  for  the  Wind,  a  qualified  and  trained  staff, 
schools  for  different  age  groups,  a  training  center  for  teachers 
of  the  blind,  suitable  equipment  for  schools  for  the  blind,  regional 
Braille  presses,  adequate  salary  scales  and  working  conditions 
for  teachers,  separate  inspectorates  in  the  states  for  inspecting 
the  schools  for  the  blind,  and  a  standardized  curriculum  in 
schools  for  the  blind  corresponding  to  that  for  sighted  pupils 
with  the  provisos  that  emphasis  be  given  to  rural  educational 
services  for  most  blind  children  and  that  these  services  also 
have  a  vocational  slant.  Vocational  guidance  needs  to  be  pro- 
vided by  the  schools,  and  employment  exchanges  for  the  physically 
handicapped  established  throughout  the  country  at  central  points 
(201).  Since  that  time  training  programs  for  teachers  of  the 
blind  have  been  established  and  there  are  now  nine  employment 
exchanges  for  the  physically  handicapped  that  include  the  blind, 
but  in  other  respects  the  recommendations  have  yet  to  be  im- 
plemented. 

In  Maharashtra  State,  school-age  blind  children  number  bet- 
ween 50,000  and  60,000.  Many  educators  despair  of  ever  being 
able  to  provide  enough  special  schools  for  them.  Schools  for 
the  blind  need  to  be  made  comparable  to  those  for  sighted 
children.  This  means  graded  classes;  secondary  and  vocational 
schools  as  well  as  primary  education;  incentive  salary  schedules 
for  teachers  of  the  blind  and  at  least  as  favorable  teaching 
conditions;  special  books  and  appliances  as  needed;  increase  in 
government  subsidy  to  permit  expansion  and  improvement  of 
programs;  increase  in  integrated  education  in  the  pubUc  schools; 
enlargement  and  improvement  of  training  facilities  for  teachers  of 
the  blind;  and  standardization  of  the  curriculum  for  the  blind 
(201,  202). 

Most  of  the  schools  for  the  blind  acceprt;  students  between 
the  ages  of  7  and  18  to  21  years  (116),  though  some  admit 
youngsters  aged  5  to  16  (5).    The  age  of  admission  depends 


164 


SERVICES  FOR  THE  HANDICAPPED  IN  INDIA 


largely  on  the  age  when  blindness  occurs.  Ail  the  services  are 
usually  free.  Most  of  the  schools  provide  only  primary  educa- 
tion, and  the  more  progressive  institutions  follow  the  syllabus 
prescribed  for  the  local  municipal  primary  schools.  These  study 
language,  arithmetic,  history,  geography,  nature  study,  and  domes- 
tic science  (for  girls).  Most  children  are  required  to  learn  the 
regional  language,  the  national  language  Hindi,  and  in  some  in- 
stances English  as  well.  The  majority  of  the  schools  emphasize 
vocational  training  in  crafts  and  music,  both  vocal  and  instrumen- 
tal, and  some  institutions  also  have  departments  for  the  adult 
blind  where  they  are  taught  crafts  (118).  A  few  schools  now 
offer  secondary  education  in  addition  to  primary,  while  others 
send  their  better  students  to  nearby  high  schools  for  sighted 
children  (5).  There  is  a  movement  to  get  the  government  to 
establish  a  high  school  to  provide  secondary  education  for  blind 
youngsters,  and  to  encourage  integrating  of  the  blind  with 
sighted  pupils  (468). 

No  provision  has  yet  been  made  for  the  proper  care  and  educa- 
tion of  the  pre-school  blind  child,  even  though  there  are  many 
scattered  pre-primary  programs  for  normal  children.  The  aim  is 
to  keep  the  young  child  in  his  own  home,  but  nurseries  are 
needed  for  orphaned  children  and  for  those  whose  home  environ- 
ment is  unsuitable.  Recommendations  have  been  made  for  pilot 
projects  of  nurseries  limited  to  between  20  and  25  children  (10). 
Studies  have  indicated  that  blind  children  are  slightly  lower  in 
inteUigence  than  sighted  youngsters,  retarded  in  educational  and 
other  achievements,  and  somewhat  less  mature  socially,  but 
'these  limitations  could  be  offset  by  proper  education  and  train- 
ing (400),  especially  if  begun  in  the  pre-school  years. 

Relatively  little  has  been  done  to  educate  the  partially  sighted 
child,  though  the  National  Society  for  the  Prevention  of  Blindness 
has  made  some  efforts  on  their  behalf.  The  organization  initiated 
a  program  in  1917  that  included  giving  advice  to  parents,  edu- 
cators, and  other  professional  personnel  on  the  proper  use  of 
classroom  equipment  and  materials  for  partially  sighted  children; 
granting  scholarships  for  preparing  teachers  and  supervisors  to 
work  with  such  children;  sponsoring  advanced  workshops  for 
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these  teachers;  and  giving  consultative  assistance  in  the  planning 
and  conducting  of  summer  courses  at  universities  and  colleges.  In 
1968  this  society  turned  over  its  program  for  the  partially  sighted 
to  the  American  Foundation  for  Overseas  Blind,  believing  that 
this  organization  could  deal  more  effectively  with  these  problems. 
At  present  only  10%  of  the  country's  estimated  99,410  partially 
sighted  children  in  the  schools  are  receiving  special  services, 
though  the  estimate  indicates  neither  the  source  of  these  datas 
nor  the  basis  for  classifying  the  partially  sighted  (313). 

A  major  advance  in  the  education  of  the  bUnd  occurred  in 
1952  when  a  uniform  Braille  code — Bharati  Braille^ — was  deve- 
loped which  could  be  used  for  all  Indian  languages,  replacing 
a  total  of  at  least  ten  Braille  codes  that  had  been  used  previously, 
and  thus  ending  what  was  called  "the  battle  of  the  types."  Since 
Indian  experts  had  not  been  able  to  standardize  the  Braille  code 
themselves,  tlie  problem  was  referred  to  UNESCO  in  1949,  and 
this  organization  evolved  the  Bharati  Braille  on  the  basis  of  the 
principles  recommended  by  the  World  Braille  Conference  held 
in  Paris  in  1950.  Thus  it  is  possible  today  for  a  blind  person  to 
read  books  in  other  languages  as  well  as  his  own  since  the 
Braille  symbols  have  a  phonetic  basis  applicable  to  the  sounds 
found  in  any  languages.  However,  as  yet  no  Braille  contractions 
and  abbreviations  and  systems  of  Braille  mathematical  and  musical 
notation  have  been  adopted  (5).  Today  the  Bharati  Braille 
is  used  in  nearly  all  the  institutions  for  the  blind.  The  Govern- 
ment of  India  has  now  appointed  a  committee  to  draw  up  a 
"contracted"  Braille  code  for  Hindi. 

Efforts  are  beginning  to  be  made  to  integrate  the  blind  into 
regular  schools.  The  National  Association  for  the  Blind  has  pro- 
posed a  country-wide  project,  but  the  American  Foundation  for 
Overseas  Blind  considers  a  single  state  program  more  feasible  as 
a  start.  Discussions  of  this  suggestion  have  been  held  among  the 
Ministry  of  Education,  the  National  Association  for  the  Blind, 
and  the  Far  East  Regional  Office  of  the  Foundation  (174). 

The  first  integration  of  blind  children  in  regular  schools 
in  Maharashtra  State,  and  perhaps  in  the  whole  of  India,  began 
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on  an  experimental  basis  in  Juno  1958  when  two  11-year-old 
blind  boys  were  enrolled  in  the  New  Activity  School,  a  pubUc 
school  in  Bombay,  after  they  liad  been  privately  tutored  for 
several  months  in  English  Braille,  both  reading  and  writing, 
so  that  they  could  follow  the  school  lessons  easily.  The  special 
teacher  who  gave  them  supplementary  help  when  needed  reported 
that  results  had  been  very  favorable  (115).  In  April  1967,  seven 
blind  children  were  enrolled  here. 

The  idea  that  it  is  more  economical  to  integrate  the  education 
and  training  of  the  blind  with  that  for  the  sighted,  rather  than 
to  finance  separate  institutions,  is  gradually  gaining  ground  (99, 
412).  Some  integrated  education  for  the  blind  is  occurring  at 
the  Ludhiana  PubUc  School,  where  six  blind  students  were  en- 
rolled in  1964.  The  faculty  is  being  given  assistance  by  an  ex- 
perienced teacher  of  the  blind.  In  Maharashtra  State  as  a  whole 
there  ar!e  now  nearly  75  blind  students  in  regular  schools, 
though  the  total  for  India  is  probably  less  than  500  at  present, 
with  fewer  than  100  attending  regular  colleges  (97).  The  Ministry 
of  Education  of  the  central  government  has  now  accepted  the 
principle  of  integration,  and  hopes  to  have  9,000  blind  pupils 
enrolled  in  regular  schools  by  the  end  of  the  Fourth  Five  Year 
period  (208).  The  success  of  such  an  effort  depends  on  the 
availability  of  a  resource  teacher  or  itinerant  teacher  in  each 
regular  school  which  accepts  blind  pupils,  though  as  yet  only 
two  or  three  schools  in  Bombay  have  such  a  teacher  (99) . 

In  the  meantime  residential  institutions  will  continue  to  have 
an  important  role  to  play.  A  pilot  project  demonstrating  the 
kind  of  program  which  should  be  offered  in  these  institutions 
is  the  Model  School  for  Blind  Children  which  is  an  integral  part 
of  the  National  Centre  for  the  Blind  at  Dehra  Dun.  This  school, 
administered  by  the  National  Department  of  Social  Welfare,  is 
located  in  the  village  of  Rajpur  in  the  district  of  Dehra  Dun 
at  the  foot  of  the  Himalayas.  It  was  inaugurated  on  January 
4,  1949,  since  January  4  was  the  birthday  of  Louis  Braille.  It 
started  out  with  five  classes  of  elementary  instruction  for  50 
children,  at  no  cost  to  their  parents.  Admission  is  open  to  blind 
children  7  to  12  years  of  age,  of  any  caste  or  creed  or  economic 
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Status.  An  interview  and  various  tests  for  ascertaining  ability 
are  part  of  the  admission  procedures.  Hindi  is  the  medium  of 
instruction,  with  EngUsh  taught  as  a  subject  in  the  curriculum. 
The  activities  of  daily  living  are  stressed,  as  well  as  extracurri- 
cular activities  such  as  music,  physical  education,  gardening,  and 
school  trips.  In  1966  a  secondary -school  program  was  added, 
so  that  the  school  now  offers  a  full  program  from  Class  I  to 
Class  X.  The  most  frequent  single  cause  of  blindness  in  these 
children  is  smallpox  (2)  . 

Other  schools  have  also  served  as  models.  An  example  is  the 
Dadar  School  for  the  BHnd  in  Bombay,  founded  in  1900  by 
the  American  Marathi  Mission,  which  since  1948  has  been  oper- 
ated under  the  auspices  of  the  Blind  ReUef  Association,  Bombay. 
BUnd  girls  between  the  ages  of  4  and  10  years  are  admitted  from 
any  part  of  India  between  June  10  and  July  31  of  each  academic 
year.  The  School  provides  pre-primary,  primary,  and  secondary 
education,  and  in  addition  to  academic  subjects,  music,  handwork, 
physical  education,  and  domestic  science  are  taught.  The  medium 
of  instruction  is  Marathi,  although  Hindi  and  English  are  also 
taught  as  part  of  the  curriculum.  It  is  a  residential  institution, 
and  all  provisions  are  free.  A  library  of  Braille  books,  a  museum, 
a  science  laboratory,  and  various  recreational  facilities  and  projects 
are  provided.  The  woman  superintendent  has  a  diploma  for 
teaching  the  blind  from  the  United  Kingdom,  and  her  assistant 
was  trained  at  the  Perkins  School  for  the  Blind  in  the  U.S.  Most 
of  the  teachers  have  been  trained  as  regular  teachers  (91). 

Another  example  is  the  Andh  Vidyalaya  School  for  Blind  Girls 
in  New  Delhi,  founded  in  1950  by  the  Rashtriya  Virjanand  Andh 
Vidyalaya  Society.  Its  present  building  was  formally  opened  in 
January  1957.  Starting  with  four  girls  in  1950,  the  school  now 
has  135  girls  aged  6  to  16,  who  are  admitted  without  regard  to 
caste  or  reUgion.  The  girls  have  a  curriculum  of  general  educa- 
tion from  the  elementary  to  higher  secondary  level;  the  first  to 
appear  for  the  Higher  Secondary  Board  Examination  were  ten 
girls  in  1968.  Training  in  both  instrumental  and  vocal  music  is 
given  up  to  graduate  level;  by  1967  a  total  of  81  girls  had 
successfully  completed  advanced  courses  in  music.  In  addition 
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the  girls  are  given  training  such  as  chair-caning,  weaving,  knitting, 
and  plastic  work.  They  pay  no  fees.  The  Vidyalaya  Society 
has  drawn  up  a  Five  Year  Plan  with  the  goals  of  setting  up 
a  nursery  school,  a  workshop,  a  teacher-training  center,  a  Braille 
press,  and  a  rehabilitation  center  which  will  include  training  in 
agriculture  and  rural  crafts. 

The  Bhnd  Boys'  Academy  at  Ramakrishna  Mission  Ashrama, 
West  Bengal,  near  Calcutta,  gives  academic  education  based  on 
the  courses  of  the  Board  of  Secondary  Education,  West  Bengal, 
and  the  Calcutta  University.  In  music  they  study  courses  offered 
at  a  music  university  at  Lucknow.  They  also  receive  training  in 
home  crafts  and  rural  occupations.  Two  graduates  are  teachers 
at  higher  secondary  schools  for  normal  boys,  one  is  a  business- 
man, and  others  are  music  instructors  and  craftsmen.  A  similar 
combination  of  regular  school  education,  music  training,  and 
vocational  training  is  found  in  a  school  for  60  blind  boys  in 
Patna,  the  state  of  Bihar,  where  they  are  taught  caning,  bamboo 
work,  and  the  manufacture  of  plastic  goods  (416). 

Advanced  training  and  education  is  made  possible  for  blind 
students  through  a  system  of  scholarships  from  the  central  and 
state  governments.  The  Ministry  of  Education  of  the  Government 
of  India  gives  post-school  scholarships  to  the  blind  for  higher 
education  or  technical  or  professional  training,  the  scholarship 
being  allocated  for  a  one-year  period  to  those  studying  at  educa- 
tional institutions  recognized  by  the  central  or  state  government. 
Scholarships  were  awarded  by  the  central  government  to  185 
blind  students  during  the  period  of  the  Second  Five  Year 
Plan,  and  87  during  the  first  year  of  the  Third  Five  Year  Plan 
(210).  The  State  of  Maharashtra  Labour  and  Social  Welfare 
Department  offers  scholarships  to  bhnd  students  studying  in 
primary  and  secondary  schools,  colleges,  and  technical  institutions, 
and  the  state  of  Gujarat  offers  similar  scholarships.  The  National 
Association  for  the  Blind  gives  scholarships  for  blind  students 
attending  regular  day  schools  and  colleges,  and  also  helps  stu- 
dents to  get  scholarships  for  higher  studies  at  home  or  abroad 
from  local  charitable  trusts.  For  example,  it  serves  as  a  clear- 
inghouse for  applications  for  grants  from  the  Royal  Common- 
wealth Society  for  the  Blind,  London. 
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Blind  students  are  encouraged  in  still  other  ways  to  attend 
regular  colleges  and  universities.  The  Universities  of  Bombay, 
Agra,  Hyderabad,  and  Baroda  exempt  bUnd  students  from  the 
payment  of  examination  fees,  and  have  asked  the  colleges  affiUated 
with  them  to  exempt  them  from  the  payment  of  tuition  fees. 
In  Maharashtra  and  Bengal,  bhnd  students  need  not  pay  fees 
for  "writers"  supplied  to  them  for  their  examinations.  A  few 
blind  students  have  been  able  to  earn  university  degrees,  some 
having  secured  Masters'  and  Law  degrees.  One  blind  person  was 
awarded  a  Doctorate  in  Sociology  by  the  University  of  Bombay 
(9).  A  few  blind  persons  have  become  lawyers,  lecturers  at 
colleges,  insurance  agents,  publicity  agents  and  workers  in  the 
field  of  blind  welfare  (5).  For  example,  Mr.  Suresh  Ahuja, 
Executive  Officer  for  the  National  Association  for  the  Blind,  is 
also  an  insurance  agent  (7).  Dr.  Lai  Advani,  director  of  educa- 
tion for  the  handicapped  within  the  Department  of  Social  Welfare 
in  the  central  government,  is  himself  blind. 

Increased  attention  has  been  given  to  the  employment  needs 
of  the  blind.  One  estimate  is  that  only  about  25%  of  the  blind 
in  India  can  be  made  capable  of  doing  some  useful  work  by 
means  of  which  they  can  earn  a  living  (358).  There  is  no 
opportunity  for  this  within  the  home  itself.  It  has  been  recom- 
mended that  in  a  homeworkers  program,  a  trained  blind  person 
be  provided  with  the  necessary  tools  and  materials  at  cost  by 
the  organization  in  charge,  which  should  also  employ  supervisors 
to  check  on  the  quality  of  products,  deliver  raw  materials,  and 
collect  finished  goods  for  sale.  However,  no  Home  Workers 
Schemie  has  yet  actually  been  established  along  these  lines  as 
planned  by  the  central  government. 

The  chief  occupations  of  the  blind  at  present  are  the  traditional 
craft  occupations,  teaching  the  blind,  and  some  open  employ- 
ment. They  usually  cannot  earn  a  living  with  the  traditional 
trades,  and  the  number  of  institutions  for  the  blind  is  not 
large  enough  to  provide  sufficient  opportunity  as  teachers  of 
the  blind.  The  best  prospects  for  the  future  lie  in  open  employ- 
ment with  its  better  pay  and  greater  variety  of  work.  Agricultural 
pursuits  and  sheltered  employment  are  possibilities  even  though 
these  are  little  developed  as  yet  in  India  (358).  The  blind  operate 
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vending  stands  or  sales  kiosks,  run  small  shops  under  home- 
worker  programs,  and  work  as  telephone  operators,  stenographers, 
or  dictaphone  typists,  and  masseurs  (99). 

The  intensified  efforts  in  the  past  decade  to  expand  employ- 
ment opportunities  for  the  bhnd  have  often  started  with  Homes 
for  the  Bhnd  as  extensions  of  existing  schools  for  the  blind.  The 
first  of  such  industrial  sections  was  estabhshed  at  the  School 
for  the  Blind  in  Palayamkottai,  and  another  was  started  in  1917  at 
the  Victoria  Memorial  School  for  the  Blind  in  Bombay.  Ten  years 
later  this  school  was  renamed  the  N.S.D.  Industrial  Home  for 
the  Blind  in  memory  of  Lala  Narsingrao  Shivaji  Dharmaji  who 
had  bequeathed  the  school  a  large  endowment.  There  are  now 
several  industrial  homes  where  the  blind  engage  in  basket- 
making,  chair-caning,  and  weaving,  receiving  room  and  board 
and  occasionally  some  pocket  money  as  well  on  the  basis  of 
work  produced  (9,  10). 

The  concept  of  placement  of  the  blind  in  open  employment 
was  advanced  by  the  formation  of  the  Employment  and  Place- 
ment Committee  of  the  National  Association  for  the  Blind  in 
1954  (9,  10).  Employment  in  the  open  labor  market  is  available 
for  the  most  part  in  large  cities  (99).  The  jobs  in  which  the 
blind  are  placed  are  usually  routine,  repetitive  ones  (421),  but 
they  at  least  are  paid  at  the  same  rate  as  the  sighted  (9,  10). 
The  Workshop  for  the  Blind  at  Worli,  Bombay,  has  successfully 
placed  about  250  blind  persons  in  open  industry  after  training 
them  for  skilled  and  semi-skilled  work  in  light  engineering  plants 
and  factories  (99).  The  best  future  prospects  in  open  employ- 
ment lie  in  the  field  of  light  engineering.  The  job  performance 
of  those  placed  so  far  on  machine  and  assembly  lines  has 
been  favorable,  though  the  general  public  and  most  potential 
employers  are  not  aware  of  this  fact.  Most  employers  have  a 
strong  prejudiced  belief  that  the  blind  cannot  work  in  factory 
situations.  They  need  demonstrations  of  successful  performance, 
and  to  this  end  more  facilities  are  needed  for  training,  placement, 
and  help  in  job  adjustment  for  the  blind  (358). 

Experience  in  the  nine  special  employment  exchanges  for  tibe 
physically  handicapped  indicates  that  the  blind  are  the  most 
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difficult  to  place.  It  is  felt,  however,  that  it  is  better  to  persuade 
industrialists  to  employ  the  blind  than  to  specify  a  quota  (99). 
The  employment  office  at  Madras  has  placed  137  blind  persons 
in  work  such  as  general  engineering,  electrical  engineering,  chemi- 
cals and  pharmaceuticals,  textile  and  other  industries.  It  has  also 
placed  25  blind  workers  in  various  jobs  in  the  Indian  Telephone 
Industries  at  Bangalore.  The  National  Association  for  the  Blind, 
in  collaboration  with  the  Special  Employment  Office  in  Bombay, 
has  placed  136  blind  persons  in  work  in  textile  mills,  factories, 
and  hospitals  over  a  six-year  period  (9). 

Training  and  vocational  rehabilitation  of  the  blind  can  be 
secured  in  a  number  of  places.  The  most  important  center  for 
adults  is  the  Training  Centre  for  the  Adult  Blind  at  Dehra  Dun 
operated  by  the  central  government,  which  now  has  a  Women's 
Siection.  Craft  training  is  also  given  at  the  N.S.D.  Industrial 
Home  for  the  Blind,  Worh,  Bombay;  the  M.N.B.  Industrial 
Home  for  the  Blind,  Jogeshwari,  Bombay;  the  Industrial  Home 
for  Blind  Women,  Dadar,  Bombay;  and  at  industrial  homes  in 
Poona,  Nagpur,  Ahmedabad,  Delhi,  and  Palayamkottai.  Rehabili- 
tation units  are  attached  to  the  N.S.D.  and  M.N.B.  homes. 
The  National  Association  for  the  Blind  operates  the  Tata  Agri- 
cultural and  Rural  Training  Centre  for  the  Blind.  All  these 
training  centers  have  sheltered  workshops  where  the  blind  work 
on  a  piecework  basis  or  get  monthly  salaries.  Articles  are  sold 
usually  on  contracts  to  various  government  departments. 

R^eferrals  for  special  training  in  these  institutions  are  also 
made  as  part  of  the  rehabilitation  services  provided  for  ex- 
servicemen.  Rehabihtation  of  disabled  veterans  is  a  continuing 
concern,  as  illustrated  by  the  case  of  an  army  officer  blinded 
in  the  1965  conffict  between  India  and  Pakistan  (425). 

The  schooUng  given  the  blind  needs  to  be  directed  more 
effectively  than  at  present  toward  realistic  employment  opportu- 
nities. Since  more  than  3,600,000  of  the  bUnd  live  in  rural  India, 
training  programs  related  to  rural  living  are  necessary.  A  1963-64 
survey  indicated  that  4,159  blind  children  (of  whom  723  were 
girls)  were  receiving  education  in  the  1(X)  schools  for  the  blind. 
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but  this  left  most  of  the  900,000  estimated  total  of  those  under 
16  without  any  kind  of  education.  Interviews  with  580  blind 
children  in  four  states  showed  that  the  average  age  of  admis- 
sion was  12  for  girls  and  11  years  10  months  for  boys,  though 
many  of  the  children  were  over  15  when  they  were  first  admitted. 
Forty  schools  estimated  that  out  of  4,584  children  who  had  left 
these  institutions,  only  1,252  or  27.3%  had  become  self-supporting. 
One  school  reported  that  only  3.35%  of  its  children  had  been 
able  to  earn  a  living  after  leaving  the  school  (382). 

The  residential  Rural  Institute  for  the  Blind  for  which  plans 
are  being  drawn  up,  is  to  accept  children  at  the  age  of  eight 
and  during  the  first  four  years  provide  primary  education  con- 
sisting of  75%.  academic  work  and  25%  practical.  In  the  next 
two  years  of  pre-vocational  v/ork,  half  of  the  program  would 
be  a  practical  one.  There  would  follow  a  period  of  specialization 
in  poultry-keeping  for  two  to  four  years,  depending  on  the 
aptitude  of  the  individual.  Those  showing  an  aptitude  for  agri- 
culture or  animal  husbandry  would  be  sent  to  the  Tata  Agricul- 
tural and  Rural  Training  Centre  at  Phansa  for  training.  Upon 
completion  of  his  education  and  training  at  the  Institute,  the 
youth  would  be  helped  to  establish  himself  in  his  home  village 
through  the  After-care  Programme  of  the  Institute  (382). 

Some  of  the  rural  jobs  which  the  blind  can  handle  successfully 
are: 

(1)  agriculture, 

(2)  horticulture  and  nursery  work, 

(3)  floriculture, 

(4)  rearing  of  livestock, 

(5)  animal  husbandry  and  dairy  farming, 

(6)  poultry-raising, 

(7)  small-scale  and  cottage  industries  and  rural  crafts  and  traders, 

(8)  running  small  shops,  sales  kiosks,  and  vending  stands,  and 

(9)  independent  professions. 

Successful  placement  in  work  of  this  variety  involves  the  efforts 
of  blind  welfare  workers,  who  must  explore  all  possible  avenues 
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of  employment  rather  than  confine  their  search  to  jobs  in  work- 
shops or  open  industries  (97). 

The  Tata  Agricultural  and  Rural  Training  Centre  for  the 
Blind  sponsored  by  the  National  Association  for  the  Blind  is 
located  on  a  240-acre  farm  on  the  seashore  at  Phansa  in  Gujarat. 
It  is  named  for  the  Tatas  who  donated  the  original  land  for  the 
experiment  in  1960.  The  farm  consists  of  thousands  of  cocoanut 
and  mango  trees,  rice  paddies  and  other  crop  areas,  a  dairy  and 
poultry  setup,  a  workshop,  and  a  village  where  the  blind  and 
sighted  live  side  by  side.  All  costs  are  free  to  the  participants. 
The  course  of  instruction  depends  on  an  individual's  needs  in 
relation  to  eventual  independent  life  in  his  native  village,  and 
may  last  one  to  two  years.  The  Centre  plans  to  train  and  resettle 
50  to  75  Wind  persons  annually.  It  costs  an  average  of  2,500 
rupees  to  train  a  blind  man  here,  and  an  equal  amount  to  re- 
settle him  and  provide  him  with  irrigated  land,  cattle,  poultry, 
tools,  etc.  (98,  440). 

Another  important  training  center  is  the  government-spon- 
sored Training  Centre  for  the  Adult  Bhnd  at  Dehra  Dun,  the 
largest  institution  of  its  kind  in  India.  This  center  at  first  pro- 
vided training  only  in  cottage  industries  such  as  weaving,  caning, 
basket-making,  and  knitting.  By  the  end  of  1949,  192  men 
had  been  trained;  thus,  since  most  of  the  blind  veterans  had 
now  been  trained,  the  center  was  taken  over  by  the  Ministry 
of  Education  in  1950  to  be  used  for  both  veteran  and  civilian 
blind  men. 

Eligible  applicants  have  no  major  handicap  other  than  blind- 
ness, and  are  between  18  and  40  years  of  age.  They  are  divided 
into  two  categories:  (1)  those  who  lost  their  sight  recently,  not 
more  than  three  years  prior  to  the  date  of  admission,  who  before 
becoming  bhnd  either  attended  an  educational  institution  or  were 
employed,  with  a  certificate  to  this  effect;  and  (2)  those  who  lost 
their  sight  early  in  childhood  or  many  years  ago,  who  have  attend- 
ed an  institution  for  the  Wind  for  at  least  three  years,  with  a 
certificate  to  this  effect.  Priority  is  given  to  those  who  became 
blind  within  the  previous  three  years,  war-blinded  defense  and 
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civilian  government  personnel,  persons  referred  by  agencies  who 
intend  to  hirle  them  after  training,  and  candidates  from  the 
"ScheduDed  Castes"  and  the  "Scheduled  Tribes,"  for  whom  a 
20%  quota  is  specified.  For  the  second  priority  group  the  age 
of  admission  may  be  extended  to  50. 

Training  programs  fall  into  three  categories: 

1.  Cottage  industries:  weaving,  spinning,  chair-caning,  mat- 
making,  candle-making,  plastic-moulding,  elementary  car- 
pentry, knitting,  domestic  arts,  carpet-making,  and  doll- 
making. 

2.  Industrial  work:  light  engineering,  assembly  work,  cycle 
assembly  or  repairing,  and  inspection  of  components. 

3.  Professional  work:  Bharati  Braille,  standard  English  Braille, 
Braille  shorthand  in  English,  typewriting  in  English,  and 
typewriting  in  Hindi. 

The  program  of  training  thus  combines  rural  crafts  with  skills 
applicable  to  urban  industrial  settings.  The  length  of  the  train- 
ing period  ranges  from  one  month  for  candle-making  to  two 
years  for  weaving,  chair-caning,  and  mat-making.  Each  trainee  is 
on  probation  for  a  period  of  three  months.  Music,  dramatics, 
gardening,  sports,  excursions,  and  physical  education  are  also 
part  of  the  program. 

Employment  offices,  both  special  and  regular,  give  the  trainees 
help  in  finding  employment.  The  Training  Centre  has  a  Trainee's 
Fund  combining  voluntary  donations  and  government  grants 
which  may  be  used  to  help  trainees  get  started  in  a  particular 
occupation.  Or  the  Superintendent  may  give  a  small  allowance 
to  pay  for  transportation  to  the  place  of  employment  and  for 
maintenance  for  the  first  month  or  two.  Each  trainee  sends  in  a 
quarterly  progress  report  for  at  least  two  years  after  leaving  the 
Centre. 

The  Women's  Section  of  the  Training  Centre  for  the  Adult 
Blind  was  opened  in  1957  at  a  location  four  miles  from  the  men's 


THE  BLIND 


175 


section  of  the  center.  Starting  with  20  trainees,  the  number 
rose  to  35  in  1959-60.  The  women  are  taught  weaving,  winding, 
knitting,  chair-caning,  spinning,  and  carpet-making,  with  some 
of  the  trainees  learning  more  than  one  trade.  Instruction  in 
domestic  science  is  included.  Like  the  men,  the  women  learn 
Bharati  Braille  and  music,  with  indoor  games  and  listening  to 
the  radio  popular  with  them  as  with  the  men.  No  woman  has 
so  far  taken  the  various  vocal  and  instrumental  music  examina- 
tions. Recently  a  volunteer  undertook  to  teach  them  the  intri- 
cacies of  the  classic  Indian  dances,  which  has  resulted,  according 
to  one  reporter,  in  a  deeper  appreciation  of  music  in  general 
(101). 

There  are  71  staff  members  for  the  men  and  17  for  the  women. 
In  1954  a  small  sheltered  workshop  was  attached  to  the  center. 
While  the  workshop  employees  receive  no  pay,  they  have  bene- 
fits such  as  free  accommodations.  It  is  hoped  that  in  the  future 
a  shift  can  be  made  from  cottage  industries  to  the  engineering 
trades. 

In  some  industrial  hom^s  for  the  blind,  some  pocket  money 
is  provided  for  the  work  performed.  At  the  N.S.D.  and  M.N. 
Banaji  Industrial  Homes  for  the  Blind  in  Bombay,  this  money 
is  paid  on  the  basis  of  output  to  serve  as  a  production  incentive 
(9). 

A  workshop  and  rehabilitation  training  unit  is  maintained  for 
the  blind  at  Worli,  Bombay,  by  the  National  Association  for  the 
Blind.  This  three-year  program  started  in  January  1963  with 
31  workers  and  now  has  104,  60  of  whom  are  residential.  By 
April  1967  a  total  of  192  Wind  persons  had  been  given  training, 
who  came  from  12  different  states.  The  Workshop  gives  training 
in  the  manufacture  of  brushes,  wooden  articles,  envelopes,  and 
simple  garments,  with  the  purpose  of  preparing  and  enabling 
the  blind  to  perform  work  in  open  industry  without  much  diffi- 
culty. In  addition  to  such  work,  there  are  contracts  for  assembly 
work  and  the  manufacture  of  component  parts.  In  the  Light 
Engineering  sections  workers  with  an  aptitude  for  machine  work 
are  given  experience  in  the  handling  of  machines  normally  used 
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in  manufacturing  plants.  Instruction  in  the  operation  of  a  tele- 
phone switchboard  is  also  given  (188).  The  workshop,  registered 
under  the  Factories  Act  of  1948  and  the  Bombay  Public  Trusts 
Act  of  1950,  receives  a  yearly  grant  from  the  state  government 
of  100,000  rupees  or  two-thirds  of  the  audited  expenditures, 
whichever  is  less,  in  addition  to  a  U.S.  Vocational  Rehabilitation 
Administration  grant  of  500,000  rupees  for  the  period  1963-66 
and  a  similar  sum  for  1966-69.  Income  from  the  various  sec- 
tions ranges  from  highest  to  lowest  as  follows:  woodwork,  brush- 
making,  tailoring,  assembly,  and  envelope-making, 

A  social  worker  visits  the  home  of  the  trainee  to  study  his 
family  background  and  to  provide  guidance,  a  medical  check-up 
is  given  by  an  ophthahnologist,  and  a  short  aptitude  test  is 
administered  to  determine  a  suitable  vocation  for  the  trainee. 
He  learns  Braille  in  English,  Hindi,  and  Marathi,  and  gets  an 
elementary  knowledge  of  tailoring,  telephone  operating,  car- 
pentry, brush  and  envelop-making,  time-reading,  ironing,  shoe 
polishing,  etc.  In  the  Domestic  Section  the  trainee  is  taught 
personal  grooming,  cooking,  table-setting,  and  serving.  A  white 
cane  is  used,  and  practical  training  is  given  in  the  use  of  pubhc 
transportation.  In  the  Contracts  Department,  the  blind  under- 
take bulk  orders  from  various  industries  to  make  brushes, 
stationery,  paper  coat  covers,  canvas  bags,  crates,  uniforms, 
linens,  and  woodwork.  They  also  perform  assembly  work,  tube 
bending,  and  packaging.  By  April  1967  a  total  of  60  persons 
had  been  placed  in  industry.  A  special  officer  visits  various 
places  of  business  to  locate  appropriate  routine  jobs  and  to 
persuade  employers  to  hire  the  blind.  The  National  Associa- 
tion for  the  Blind  also  has  an  officer,  trained  in  the  United 
Kingdom,  to  check  on  the  progress  of  those  placed  in  open 
employment  and  to  help  them  with  their  adjustment  problems. 

The  N.S.D.  Industrial  Home  for  the  Blind  in  Bombay  was 
founded  in  1917,  with  a  group  of  a  half  dozen  men  being  taught 
canework.  Financing  comes  from  various  sources:  (1)  govern- 
ment subsidies  from  the  Central  Social  Welfare  Board  and 
Ministry  of  Education;  (2)  public  contributions;  (3)  earnings  of 
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the  blind  themselves  from  their  tailoring,  carpentry,  music,  brush 
manufacturing,  brushwork,  etc.;  (4)  an  annual  subsidy  from  the 
National  Association  for  the  Blind.  Applicants  come  from  all 
over  India;  they  must  be  males  over  18  years  of  age.  Free  room 
and  board  and  medical  service  are  provided.  They  are  paid 
according  to  output  and  type  of  work.  Various  committees 
composed  of  residents  have  responsibihty  for  matters  such  as 
food,  recreation,  and  debating.  The  orchestra  earns  money  from 
public  performances.  By  1957  three  new  sections  had  been 
added,  in  rehabilitation,  assembly,  and  pre-employment.  The 
rehabilitation  program  lasts  about  three  months,  and  emphasizes 
mobility  training,  personal  habits  such  as  cleanliness,  use  of  aids 
and  appliances  to  extend  the  friction  of  residual  senses,  and 
prehminary  training  for  industrial  operations.  Plans  are  being 
made  to  add  a  nursery  school  for  blind  children  and  an  elementary 
school  for  those  aged  5  to  12  (207).  The  Industrial  Home  cele- 
brated its  Golden  Jubilee  in  March  1968  by  organizing  the  first 
Maharashtra-Gujarat  Sports  Meet  of  the  Blind  (313). 

The  Industrial  Home  for  Blind  Women  was  established  in 
Bombay  in  1957  under  the  auspices  of  the  Blind  Relief  Associa- 
tion, Bombay.  It  is  located  on  the  premises  of  its  sister  institu- 
tion, the  Dadar  School  for  the  Blind.  Blind  women  16  to  40 
years  of  age  are  given,  without  charge,  the  following  kinds  of 
instruction  in  Marathi:  (1)  intensive  training  in  vocations  such 
as  weaving,  tailoring,  canework,  and  basketry;  (2)  training  in 
general  mobility  indoors  and  outdoors;  (3)  basic  elementary 
instruqtion,  including  Braille  and  practical  arithmetic;  and  (4) 
music.  They  have  a  Recreational  Club  established  by  the  Lions 
Club  of  East  Bombay.  The  woman  superintendent  was  trained 
in  rehabihtation  at  the  Pilot  Adjustment  Centre  in  Manila,  and 
the  assistant  superintendent  is  a  trained  occupational  therapist. 
It  is  hoped  that  in  the  future  a  training  center  plus  sheltered 
workshops  can  be  established,  as  there  are  no  such  facilities  in 
India  now  for  visually  handicapped  women  (178). 

In  March  1967  the  Blind  Relief  Association  inaugurated  the 
Technical  Training  Centre  for  Light  Engineering  and  Sub-con- 
tract Workshop  for  the  Blind  in  New  Delhi.   The  purpose  of  the 
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center  is  to  enlarge  the  scope  of  employment  opportunities  for 
the  blind  in  industry.  The  workshop  provides  opportunities  for 
research  concerning  the  rehabilitation  of  the  bhnd  (supported 
in  part  by  SRS  funds),  and  the  Technical  Traming  Centre 
assesses  the  aptitudes  and  abilities  of  the  bhnd  trainees,  gives 
them  training  based  on  their  aptitudes,  and  maintains  a  place- 
ment office  to  keep  in  touch  with  industries  in  order  to  secure  jobs 
for  the  trained  workers.  This  project  was  made  possible  in  part 
by  a  grant  frorti  the  U.S.  Vocational  Rehabilitation  Administra- 
tion. The  services  of  the  center  would  be  complementary  to 
those  of  the  Institute  of  Ophthalmology  of  the  All  India  Institute 
of  Medical  Sciences.  A  World  Conference  on  the  Blind  was  held 
in  India  in  1969  (444). 

The  bhnd  are  now  being  taught  to  operate  machine  tools  such 
as  lathes,  power  presses,  and  power  drills  in  a  pilot  research  pro- 
ject aided  by  an  SRS  grant.  A  Light  Engineering  Workshop  has 
been  established  at  the  Industrial  Estate,  Guindy,  in  Madras, 
where  training  is  free.  The  program  started  in  May  1967  with 
20  trainees  20  to  25  years  of  age  from  different  parts  of  South 
India,  who  had  a  basic  general  education.  During  the  first  2i 
months  of  the  five-month  course  they  learn  all  the  operations 
of  a  fitter  and  thus  work  with  hand  tools  in  filing,  chipping,  shap- 
ing, drilling,  and  turning.  EKiring  the  second  half  of  the  course 
they  learn  to  use  power  tools  such  as  lathes  and  drills,  with  the 
aim  of  achieving  the  same  skill  and  precision  as  those  of  a  sighted 
worker.  Finishing  items  with  the  one-thousandth  of  an  inch 
error  allowed  for  normal  industrial  work  means  even  more 
rigorous  training  for  the  blind  than  for  the  sighted.  The  project 
includes  follow-up  service  for  trainees  placed  in  industry,  by 
means  of  two  Placement  Officers  who  study  their  problems,  check 
on  their  progress,  and  investigate  possible  placement  oppor- 
tunities. They  explain  the  training  program  to  potential  em- 
ployers and  urge  them  to  visit  the  workshop,  to  get  first-hand 
evidence  of  the  blind  worker's  capacities  and  the  quality  of  his 
performance.  The  first  group  of  12  workers  who  completed  the 
five -month  program  left  the  workshop  in  December  1967  and 
another  group  replaced  them  (438). 
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Sheltered  workshop  employment  for  the  blind  is  therefore 
considered  desirable  only  as  an  alternative  when  regular  employ- 
ment is  not  available  or  feasible.  The  disadvantages  of  sheltered 
employment  include  the  fact  that  it  is  an  expensive  form  of 
employment  usually  requiring  subsidies,  and  it  results  in  segrega- 
tion of  the  blind  from  the  normal  world  (9). 

Special  help  is  given  the  blind  in  finding  employment  not  only 
by  individual  institutions  but  also  by  central  exchanges  and 
centers.  To  facilitate  the  securing  of  employment,  the  Ministry 
of  Education  established  at  Madras  in  1954  a  small  Employment 
Office  of  the  Training  Centre  for  the  Adult  Blind,  and  by  March 
1961  this  office  had  placed  137  ex-trainees  in  18  different  indus- 
tries, including  the  Indian  Telephone  Company,  Bangalore,  Cycle 
Industry,  Motor  Industry,  Metal-Box  Industry,  and  the  Match- 
making Industiiy.  The  highest  earnings  were  in  the  cycle  indus- 
try. The  staff  of  the  center  itself  also  makes  every  effort  to 
place  its  trainees,  and  between  1950  and  1961  had  placed  54 
persons:  eight  craft  instructors,  three  principals  of  institutions 
for  the  blind,  nine  music  instructors,  and  the  remaining  34  in 
sheltered  workshops.  Thus  the  center  and  the  Employment 
Office  together  placed  a  total  of  191  blind  persons  by  1961. 

The  blind  are  also  assisted  in  finding  employment  by  the  Special 
Employment  Offices  for  the  Handicapped  established  by  the 
central  government,  with  one  in  each  state.  So  far  nine  of  the 
projected  total  of  fourteen  are  functioning,  the  first  having  been 
opened  in  Bombay  in  March  1959  and  the  second  in  Delhi  in 
March  1961.  These  offices  are  joint  projects  of  the  central  and 
state  government,  with  cooperative  financing.  The  National 
Association  for  the  Blind,  in  a  brochure  on  the  Symposium  on 
Employment  and  Placement  (held  March  27,  1965,  in  Bombay) 
gives  a  table  for  the  annual  placement  of  the  blind  in  open 
industry  from  1952  to  1964  (306). 
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THE  NATfONAL  ASSOCIATION  FOR  THE  BLIND 

(EMPLOYMENT  &  PLACEMENT  COMMITTEE) 
ANNUAL  PLACEMENT  OF  THE  BLIND  IN  OPEN 
INDUSTRY-  1952-1964 
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Barriers  to  suitable  employment  are  not  actually  presented 
by  existing  provisions.  When  the  Chief  Inspector  of  Factories 
was  asked  if  there  were  any  objections  to  employing  blind  per- 
sons, he  replied:  "The  employment  of  physically  handicapped 
persons  is  not  barred  under  the  Factories  Act,  1948,  merely 
because  of  their  handicap.  Visually  handicapped  persons  can, 
therefore,  be  employed  in  factories  without  any  special  per- 
mission from  the  Inspectorate"  (136).  In  interpreting  factory 
legislation  as  it  applies  to  the  safety  and  comfort  of  the  able- 
bodied  worker,  it  is  usually  evident  that  the  same  provisions 
can  be  applied  to  both  the  blind  and  sighted  worker  (136). 

Although  there  is  no  legislation  protecting  the  blind  or  pro- 
viding pensions  for  them  (9),  there  are  still  many  special  ser- 
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vices  available  for  them.  These  include  a  variety  of  publica- 
tions and  appliances.  Both  the  Central  Braille  Press  and  the 
workshop  manufacturing  special  appliances  (projects  sponsored 
by  the  central  government)  are  located  in  the  Training  Centre 
for  the  Adult  Blind.  The  workshop  produces  educational  materials 
such  as  Braille  writing  apparatus  as  well  as  some  special  games 
such  as  drafts  and  checkers.  These  products  are  sold  at  cost 
to  blind  individuals  and  institutions  for  the  blind.  Still  other 
equipment  is  manufactured  by  private  agencies  (116,  118). 

The  Central  Braille  Press  has  produced  61,000  volumes  of 
Braille  literature,  of  which  5,000  have  been  sold  at  special 
rates  in  India  and  abroad  (162).  Although  the  Press  has  con- 
centrated on  publications  in  Hindi,  it  has  also  produced  books 
in  five  other  Indian  languages  as  well  as  English;  it  has  pub- 
lished 125  titles  in  EngUsh.  Hindi,  Gujarati,  Marathi,  Tamil, 
Telugu,  and  Bengali  (208,  210). 

In  addition  it  publishes  a  quarterly  journal  called  ''Alok" 
which  consists  of  articles  of  general  interest  selected  from  other 
Hindi  journals,  and  issues  250  copies.  During  the  year  1964-65 
the  Press  began  the  publication  of  two  additional  Braille  maga- 
zines, diese  in  Gujarati  —  "Asha"  for  a  Rajkot  institution  and 
"Usha"  for  the  Blind  Men's  Association  in  Ahmedabad.  The 
Braille  pubUcations  are  sold  at  a  third  of  the  cost  of  the 
materials  to  blind  persons  ajid  institutions  for  the  bhnd.  The 
Braille  Press  operated  by  the  National  Association  for  the  Blind 
(started  in  1958)  publishes  books  in  Hindi,  Marathi,  and  Gujarati. 
The  Calcutta  Sthool  for  the  Blind  has  its  own  Braille  Press  (116). 
The  National  Library  for  the  Blind  has  over  6,000  Braille 
volumes  in  English  and  Indian  languages  lent  without  charge  to 
readers  all  over  the  country.  The  central  government  has  urged 
all  state  governments  to  consider  establishing  Braille  sections 
in  the  state  central  libraries  (208,  210). 

A  library  of  ink-print  reference  books  on  all  aspects  of  work 
for  the  blind  throughout  the  world  is  maintained  by  the  Na- 
tional Association  for  the  Blind.  The  Blind  Men's  Association 
in  Bombay  has  a  Braille  Circulating  Library  with  over  700 
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volumes  in  Marathi,  Gujarati,  and  Hindi  Braille  covering  a 
variety  of  subjects,  and  a  few  in  English  Braille,  and  charges 
a  small  fee  for  the  use  of  tliese  materials.  This  association  has 
also  started  a  "talking  magazine"  for  the  blind,  a  tape-recorded 
journal  containing  items  in  Hindi,  Marathi,  and  Gujarati.  Mem- 
bers of  the  association  take  tape-recorders  to  various  schools 
and  institutions  for  the  blind  in  Bombay  and  play  the  recorded 
magazines  for  the  students,  who  often  themselves  contribute 
musical  and  dramatic  items  for  the  issues  (116).  College  students 
transcribe  "Talking  Books",  which  are  distributed  widely  with- 
out postal  charges. 

Other  services  for  the  blind  include:  (1)  exemption  from 
customs  duty  for  Braille  apparatus  and  equipment  imported  by 
recognized  public  institutions  for  the  blind,  and  often  on  gifts 
received  by  these  institutions  (208,  210);  (2)  postal  exemptions 
on  Braille  literature  sent  to  places  in  India  or  abroad,  with 
second-class  mail  rates  charged  for  literature  sent  by  air  (116); 
(3)  exemption  from  the  payment  of  examination  fees  or  fees 
for  writers  used  by  blind  students  in  many  universities  (5);  (4) 
fnee  reading  service  supplied  by  the  Blind  Men's  Association, 
Bombay,  for  blind  students  attending  regular  day  schools  and 
colleges,  with  volunteers  acting  as  readers  and  helping  students 
to  obtain  study  materials;  and  (5)  reduction  in  travel  fares. 

On  railways,  a  blind  person  with  an  escort  pays  a  single 
fare,  and  one-fourth  the  fare  if  travelling  alone  (5,  208).  On 
suburban  trains  in  Bombay,  a  blind  person  accompanied  by 
an  escort  pays  only  1^  times  the  season  ticket  fare,  if  appro- 
priate documentation  of  blindness  is  submitted.  Concessions 
are  also  made  on  bus  fares;  the  city  transportation  service  of 
Ahmedabad  and  of  Poona  provide  such  concessions,  and  the 
Maharashtra  State  Transport  charges  half  the  regular  fare  for 
blind  persons  who  travel  regularly  on  the  buses  (116).  The 
airlines  have  now  followed  suit  with  the  Indian  Air  Lines 
announcing  in  May  1965  some  special  concessions  in  ticket  prices 
and  service  for  the  blind. 


A  study  of  the  development  of  mobility  in  the  blind  has  been 
conducted  by  a  staff  of  four  paramedical  workers  headed  by  a 
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woman  social  worker  at  the  All  India  Institute  of  Medical 
Sciences,  who  first  bhndfolded  themselves  to  investigate  the  pro- 
cedures to  be  followed.  They  serve  as  a  mobile  team  unit  con- 
centrating their  efforts  in  village  areas  where  the  plight  of  the 
blind  is  most  serious;  they  are  currently  training  blind  residents 
in  three  villages  near  the  capital,  as  well  as  persons  from  some 
boys'  schools  and  from  a  few  voluntary  institutions  such  as  the 
Blind  Welfare  Society  and  the  BUnd  Relief  Association.  To 
date,  120  Wind  children  and  adults  have  been  trained.  The  next 
step  will  be  to  extend  this  training  to  schools  for  blind  girls 
in  the  capital  (48). 

Special  training  is  now  given  the  blind  in  the  use  of  the 
white  cane  as  a  substitute  for  the  traditional  long  staff  with 
which  a  blind  man  formerly  tapped  his  way  along  the  street. 
Ihere  is  no  program  for  the  training  of  seeing-eye  dogs  in 
India;  it  is  as  yet  impractical  in  this  country  because  of  factors 
such  as  the  "undisciphned  traffic,  the  problem  of  stray  dogs 
and  the  high  cost  of  training  guide  dogs"  (8). 

A  campaign  was  launched  in  1968  by  the  Mylapore  Academy 
in  Madras  to  supply  the  blind  with  white  canes,  with  support 
from  the  Madras  Lions  Club  that  had  distributed  250  white  canes 
in  the  previous  three  years.  An  attempt  is  being  made  in  this  way 
to  enable  the  blind  to  benefit  from  a  universally  recognized 
symbol  as  in  western  countries  (477). 

The  Lions  Clubs  not  only  manufacture,  distribute,  and  pub- 
licize the  use  of  white  canes,  but  also  run  an  eye  bank  to  provide 
free  medical  and  surgical  treatment  of  eye  complaints.  Loans 
without  interest  may  be  obtained  from  the  Blind  Men's  Associ- 
ation in  Bombay  for  such  things  as  medical  treatment,  marriage 
expenses,  and  the  setting  up  of  small  businesses.  This  associ- 
ation also  runs  a  children's  recreational  center  at  Bal-Bhavan, 
which  includes  among  its  services  a  small  Braille  library  for 
children. 

Improvement  in  the  services  provided  for  the  blind  in  India 
may  result  from  a  number  of  research  projects  subsidized  by 
Social  and  Rehabilitation  service  of  the  U.  S.  Department  of 
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Health,  Education,  and  Welfare.  The  category  of  "visual  defects" 
accounted  for  the  largest  single  frequency  of  such  grants  hstcd 
as  new  or  continuing  grants  from  this  agency  in  1969,  as  follows: 

Ramakrishna  Mission  Ashrama,  West  Bengal.  To  investigate 
training  and  placement  techniques  for  rehabilitating  blind 
persons  into  competitive  employment. 

National  Society  for  the  Prevention  of  Blindness;  All-India 
Institute  of  Medical  Sciences,  New  Delhi.  To  develop  and 
evaluate  a  program  for  early  detection  of  visual  defects. 

National  Association  for  the  Blind,  Fort,  Bombay.  To  investi- 
gate rehabilitation  workshop  methods  which  will  foster  the 
absorption  of  blind  workers  into  open  competitive  employ- 
ment. 

Tata  Agricultural  and  Rural  Training  Center  for  the  BUnd, 
Fort,  Bombay.  To  develop  methods  of  rehabilitating  the 
blind  as  farmers  and  handicraft  workers  and  resettling  them 
in  the  villages  of  India. 

Christian  Medical  College  &  Brown  Memorial  Hospital, 
Ludhiana,  Punjab.  To  estabUsh  a  research  and  demonstration 
project  including  the  operation  of  a  mobile  ophthalmological 
unit  to  provide  intensive  ophthalmological  and  other  rehabi- 
litation services  to  people  with  serious  sight  impairments. 

Madurai  Medical  College,  Madurai,  South  India.  To  estab- 
lish a  pilot  demonstration  rehabilitation  center  for  the  blind, 
including  an  optical  aids  evaluation  unit. 

School  for  the  Blind,  Poonamallee,  Madras.  To  investigate 
methods  for  rehabilitating  Wind  people  for  employment  in 
"Industrial  Estates"  in  South  India. 

BUnd  Relief  Association,  New  Delhi.  To  establish  a  technical 
training  center  and  sub-contract  workshop  for  the  blind. 

Institute  of  Postgraduate  Medical  Education  and  Research, 
Chandigarh.  To  establish  a  pilot  rehabilitation  center  in- 
cluding a  mobile  ophthalmological  unit  for  persons  dis- 
abled by  eye  disorders. 
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The  Blind  Boys'  Academy,  West  Bengal.  An  investigation  of 
training  techniques  to  help  rehabilitate  blind  people  in 
industry  and  agriculture  in  Indian  conditions,  follow-up  and 
evaluation  of  the  resettlement  and  rehabilitation  program 
(yet  to  be  approved  by  the  Government  of  India). 

The  social,  psychological,  and  vocational  problems  of  the  blind 
m  India  are  much  the  same  as  in  other  countries,  but  the 
services  needed  in  solving  their  problems  are  available  to  rela- 
tively few.  Most  of  the  blind  in  India  do  not  marry.  Some  of 
the  bUnd  who  have  no  family  members  to  look  after  them  use 
the  help  of  sighted  children  who  lead  them  about,  children 
who  themselves  are  uncared  for  and  destitute,  and  who  share 
what  Uttle  food  the  blind  person  obtains.  Most  of  the  blind 
become  professional  beggars.  Some  may  be  employed  by  entre- 
preneurs as  beggars,  receiving  only  their  food,  with  the  profits 
going  to  the  organizer  (422). 

While  the  problem  of  making  adequate  provisions  for  the 
bhnd  remains  a  serious  one  in  India,  the  progress  that  has  already 
been  achieved  in  the  face  of  competing  demands  made  by  other 
pressing  social  problems  gives  much  hope  for  the  future.  Educa- 
tors and  welfare  workers  concerned  with  the  blind  are  well 
awane  of  the  changes  and  improvements  that  need  to  be  made 
in  existing  services,  and  have  set  in  motion  a  program  based 
on  these  long-range  goals. 
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Accurate  figures  concerning  the  number  of  deaf  persons  in 
India  are  not  available,  but  it  is  estimated  that  they  total  about 
2,000,000  (332).  Of  these,  about  400,000  are  children  of  school 
age,  though  only  4,000  or  1%  of  them  are  actually  enrolled  in 
school  (2).  There  is  need  for  an  accurate  census  of  the  number 
of  deaf  children  for  whom  school  places  should  be  provided; 
the  total  is  estimated  to  be  20,000  in  Maharashtra  State  alone  (347)' 

The  first  effort  to  provide  systematic  education  for  the  deaf 
was  made  by  the  Roman  Catholic  Mission  in  Bombay  in  1883. 
Next  appeared  the  Calcutta  Deaf  and  Dumb  School  in  1893, 
and  an  institution  for  the  deaf  in  Palamcottah  in  South  India 
in  1896  (214).  In  April  1967  the  Ministry  of  Education  of  the 
central  government  reported  that  there  were  then  about  70  schools 
for  deaf  children,  in  each  of  which  the  local  language  is  the 
medium  of  instruction.  (Other  estimates  have  ranged  from  65  to 
85).  Most  of  these  schools  provide  primary  education  combined 
with  prevocational  training  in  light  industry  and  other  occupa- 
tions (347).  Most  are  private,  and  partially  subsidized  by  state 
govei^nments.  In  general  the  deaf  are  believed  to  have  received 
less  attention  than  the  blind  (370). 

The  nature  and  degree  of  the  hearing  losses  of  those  accepted 
m  various  institutions  is  usually  not  indicated,  although  it  appears 
that  chiefly  the  more  severe  degrees  of  hearing  handicaps  are 
represented.  Partially  hearing  children  have  not  been  differentiated 
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from  those  called  deaf  since  assessment  procedures  have  not  yet 
been  sufficiently  refined  and  widely  applied.  The  term  "deaf 
and  dumb"  persists  in  the  names  of  institutions,  in  popular 
usage,  and  even  to  some  extent  in  the  conversation  and  reports 
of  workers  in  the  field,  in  spite  of  increased  emphasis  on  the 
teaching  of  speech.  Many  of  the  institutions  still  include  both 
the  blind  and  the  deaf,  though  recent  lists  indicate  a  gradual 
reduction  in  their  number. 

The  needs  and  problems  of  the  deaf  were  considered  at  the 
United  Nations  Conference  of  Experts  on  Physically  Handicapped 
Children  for  Countries  in  South  East  Asia,  held  in  Jamshedpur 
in  December  1950.  This  was  the  first  conference  of  this  kind 
either  in  India  or  in  Asia  as  a  whole.  Similar  topics  were 
discussed  in  1953  by  an  Expert  Committee  on  Deafness  appointed 
by  the  central  government  of  India,  which  included  medical 
personnel  and  persons  specializing  in  the  education  and  welfare 
of  the  deaf.  A  government-sponsored  seminar  at  Mussorie  in 
1955  discussed  a  wide  range  of  problems  affecting  the  deaf 
in  India.  In  that  same  year  the  Government  of  India  established 
the  National  Advisory  Council  for  the  Education  of  the  Handi- 
capped whose  purpose  was  to  assist  and  advise  voluntary  societies 
and  state  governments  concerning  the  education  and  welfare  of 
the  blind,  deaf,  physically  handicapped,  and  mentally  retarded 
(214). 

For  the  100,000  deaf  persons  in  Gujarat  there  are  twelve 
institutions,  of  which  ten  are  operated  by  voluntary  organizations 
and  two  by  the  state  government.  The  oldest  school  of  its  kind 
in  the  state  is  the  School  for  Deaf -Mutes  at  Navrangpura,  which 
was  started  in  1908  by  the  father  of  a  deaf  child  m  his  own 
home,  with  only  two  pupils.  By  1961  there  had  been  added  to 
this  school  a  sheltered  workshop  for  the  adult  deaf  above  18 
years  of  age,  28  being  admitted  during  1965-66  and  given  hostel 
facilities  and  a  stipend.  Also  added  was  a  training  college  for 
teachers  of  the  deaf,  admitting  only  teachers  of  the  deaf,  which 
had  ten  tramees  during  1965-66,  who  paid  no  fees  and  received 
a  stipend  (75). 
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The  state  of  Maharashtra  has  the  best  statistics  of  any 
individual  state  concerning  services  for  deaf  and  deaf-mute  per- 
sons. The  number  of  such  persons  identified  in  the  Bombay  Ran- 
dom Sample  Survey  in  1957  led  to  the  conclusion  that  special 
efforts  to  educate,  train,  and  employ  them  were  warranted  (57). 
There  were  ten  schools  for  deaf  children,  three  of  them  resi- 
dential, in  Maharashtra  State  in  1967.  Two  were  government 
schools  and  eight  voluntary  schools  aided  by  the  government,  out 
of  a  total  of  18  institutions  (two  government  and  16  voluntary) 
offering  services  for  about  700  deaf  children  (347).  These  in- 
cluded the  following: 

Bombay  Deaf  and  Dumb  Society,  dating  from  1944,  has 
started  a  recreation  club  for  the  deaf,  and  is  also  trying 
to  establish  an  adjustment  center  for  the  adult  deaf. 

Government  School  for  the  Deaf,  Akola,  a  residential  school 
for  54  children,  accepts  some  day  pupils.  Children  10  to  14 
years  old  obtain  primary  education  and  pre-vocational  train- 
ing in  carpentry,  tailoring,  and  weaving. 

Government  School  for  the  Deaf,  Alibag,  Kolaba,  has  25 
residential  pupils  and  a  few  day  pupils.  As  in  the  Akola 
school,  instruction  is  in  Marathi,  and  trained  teachers  of 
the  deaf  are  employed.  Children  three  to  eight  years  old 
are  enrolled  in  a  nursery  and  Grades  I  and  II  (349). 

Bombay  Institution  for  the  Deaf-Mute,  founded  in  1883, 
has  both  day  and  residential  pupils,  teaches  in  Marathi, 
Gujarati,  and  English,  and  gives  instruction  in  tailoring  and 
carpentry. 

The  Education,  Audiology,  and  Research  Centre,  Bombay, 
a  recently  established  center,  has  a  well  trained  staff  and 
modern  equipment,  and  is  located  in  a  wing  of  a  public 
elementary  school.  There  are  plans  for  a  separate  building, 
though  close  liaison  will  be  maintained  with  the  regular 
school. 
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Vidyalaya  School,  Poona,  is  a  well  equipped  school  with 
day  pupils  in  the  majority. 

The  Model  Deaf  and  Dumb  Children's  School  and  Home, 
Shoiapur,  is  a  residential  school  admitting  court-committed 
children  (38  children,  eight  to  16  years  of  age)  for  education 
up  to  the  sixth  primary  class  (347). 

Four  other  day  schools  for  deaf  children  are  subsidized  by 
the  state  government.  The  Bombay  Institution  for  Deaf  and 
Mutes  has  a  staff  which  includes  the  principal,  nine  full-time 
teachers,  five  part-time  arts  and  crafts  instructors,  and  one 
physical  education  instructor.  Of  the  138  enrolled  in  April  1967, 
98  were  boys  and  40  girls;  75  were  of  the  Hindu  faith,  37 
Muslim,  and  26  Christian.  Most  were  day  students;  for  lack  of 
space  only  20  boys  whose  parents  lived  outside  Bombay  could 
be  accommodated  as  residents.  Ages  ranged  from  six  to  18. 
Though  the  monthly  tuition  is  only  five  rupees,  12  students  were 
paying  no  tuition  and  five  only  half.  The  low  costs  are  made 
possible  by  subsidies  from  the  state  government  of  Maharashtra 
and  the  Greater  Bombay  Municipal  Corporation,  and  by  donations 
from  various  organizations  and  individuals.  Instruction  is  given 
in  the  local  languages  of  Marathi  and  Gujarati  as  well  as  English 
(40,  37,  and  61  being  taught  in  these  languages  respectively). 
The  oral  system  is  used,  but  since  the  school  is  still  labelled 
"D^af  and  Dumb"  and  since  the  limited  auditory  apparatus  is 
not  functioning  frequently,  there  is  some  question  as  to  just 
how  much  usable  speech  is  learned.  The  crafts  taught  include: 
embroidery  and  needlework;  drawing,  painting,  and  clay-model- 
ling; carpentry  and  fretwork;  and  cutting  and  tailoring.  There 
is  a  recreation  room  and  gymnasium,  and  equipment  for  a 
variety  of  sports.  Weekly  films,  dramatics,  excursions,  and  craft 
exhibits  are  also  part  of  the  program.  Regular  medical  examina- 
tions and  care  are  provided  by  the  resident  physician,  who  has 
been  associated  with  the  institution  for  many  years.  The  school 
is  inspected  by  the  Inspector  of  Schools  for  the  Physically  Handi- 
capped, who  is  attached  to  the  Office  of  the  Director  of  Social 
Welfare,  Maharashtra  State,  Poona.  When  the  youngsters  leave 
the  school  at  the  age  of  18,  the  school  helps  the  parents  to  find 
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employment  for  them  or  assists  the  young  people  in  obtaining 
apprenticeships.  The  Director  of  the  Special  Employment  Ex- 
change for  the  Disabled  in  Bombay  may  also  give  assistance. 
Some  students  work  eventually  as  artists,  mechanics,  and  packers. 

The  Government  Lady  Noyce  School  for  the  Deaf  and  Dumb 
in  New  Delhi  is  the  only  one  of  its  kind  in  the  state  of  Delhi, 
and  the  largest  in  India.  It  was  founded  in  1931  by  Mr.  Bhatta- 
charji,  who  served  as  the  first  principal  of  the  school.  Lady 
Noyce  took  an  active  part  in  founding  the  school  and  raising 
funds  for  it.  Officially  described  as  an  institution  for  secondary 
education  for  the  deaf  and  dumb  of  India,  the  school  has  a 
program  whose  aim  is  said  to  be  mental  development  and 
socialization,  including  vocational  training  (185).  In  April  1967 
this  school  had  a  total  enrollment  of  437  pupils,  of  whom  235 
were  girls.  Of  this  total,  64  boys  and  42  girls  (altogether  106  or 
one-quarter  of  the  school  enrollment)  were  residents,  although 
another  source  indicated  that  in  that  same  year  120  boys  and 
52  girls  were  residential  students.  A  double  session  provides  for 
girls  in  the  morning  and  boys  in  the  afternoon.  Deaf-mute  pupils 
are  admitted  between  the  ages  of  four  and  eight,  and  usually 
take  nine  years  to  complete  the  program  prescribed  by  the  educa- 
tion authorities  for  the  fifth  class,  the  upper  age  limit  being  18. 
A  psychological  performance  test  is  given  at  the  time  of  admission 
to  determine  intelligence,  since  the  mentally  retarded  are  not 
included.  Auditory  equipment  is  used,  and  lip-reading  taught, 
but  since  only  a  few  students  have  individual  hearing  aids,  which 
have  been  purchased  by  the  ^parents  themselves,  the  extent  of 
emphasis  on  oral  speech  is  not  clear.  In  the  first  four  years  the 
curriculum,  which  is  taught  only  in  Hindi,  includes  language 
writing,  simple  arithmetic,  social  science,  geography,  and  drawing, 
plus  some  craft  work  such  as  carpentry,  tailoring,  hosiery  making, 
and  weaving.Ten  students  in  1967  were  receiving  training  in  the 
Art  Department  at  Delhi  Polytechnic.  Tuition  is  free  for  all,  and 
for  residential  students  the  cost  of  room  and  board  is  adjusted 
to  parental  income,  some  receiving  food  and  lodging  free  (460). 
Some  school  buses  are  used,  though  transportation  is  not  promised 
for  all,  and  the  fee  for  this  service  varies  according  to  family 
income  (185). 
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The  principal  of  the  Lady  Noyce  School  for  the  Deaf  and 
Dumb,  in  an  experimental  program,  tested  83  youngsters  with 
an  audiometer  (407).  The  pupils  were  then  classified  as  follows: 

Slightly  hard  of  hearing                Average  loss  up  to  20  db.  0 

Hard  of  hearing  „  „  „  „  40  db.  0 

Severely  hard  of  hearing  „  „  „  „  60  db.  1 

Deaf  „  „  „  „  80  db.  14 

Profoundly  deaf  „  „  „  „  90  db.  9 
Deaf  with  non-usable 

sound  perception  „  „  „  „  100  db.  59 

Total  83 


These  data  indicate  that  more  severe  hearing  losses  were  to  be 
found  in  the  Lady  Noyce  School  than  in  the  Clarke  School  for  the 
Deaf  or  the  Lexington  School  for  the  Deaf  in  the  U.S.A.  There 
was  a  total  of  18%  of  the  pupils  with  hearing  loss  up  to  80 
decibels,  as  compared  with  41 5^  for  the  Lexington  School  and 
30%  for  the  Clarke  School,  and  82%  above  80  decibels,  versus 
59%  for  Lexington  and  70%.  for  Clarke. 

Only  within  the  last  few  years  have  there  been  facihties  for  train- 
ing deaf  children  between  the  ages  of  three  and  eight.  The  only 
school  other  than  the  Alibag  school  that  acx^epts  children  in  this 
age  range  is  the  voluntary  Education,  Audiology,  and  Research 
Centre  in  Bombay,  a  day  school  for  40  children  in  that  age  group. 
An  excellent  program  of  research,  teaching,  and  supplementary 
services  is  provided  by  this  center  and  also  by  the  Stephen  School 
for  the  Deaf  operated  in  Bombay  by  the  National  Society  for 
the  Deaf.  In  general,  however,  very  little  has  yet  been  done  for 
the  pre-school  child  with  sensory  handicaps.  A  pilot  project  which 
began  to  function  in  December  1962  points  to  the  need  for  earlv 
detection  and  assistance.  The  state  and  central  governments  are 
collaborating  in  the  support  of  a  nursery  for  blind  and  deaf-mute 
children,  four  to  five  years  old,  attached  to  the  School  for  Deaf- 
Mutes  in  Ahmedabad.  This  nursery,  said  to  be  the  only  one  of 
its  kind  in  India,  gives  help  in  communication  skills,  sensory 
learning,  and  social  adjustment  to  these  young  children  during 
their  stay  of  two  or  three  years  (114). 
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Many  of  the  schools  are  reported  to  have  serious  shortcomings. 
Although  the  oral  method  is  stressed,  many  institutions  still  use 
the  sign  language  (347),  which  may  be  related  to  the  practical 
problems  of  too  few  trained  teachers,  a  shortage  of  auditory 
equipment,  and  the  difficulties  encountered  in  obtaining  replace- 
ment parts  or  repairs  for  this  equipment  (488).  Teaching  aids 
are  often  inadequate,  as  are  the  recreational  and  sports  facilities. 
The  vocational  training  is  in  many  instances  ineffective  and  un- 
realistic (348).  Even  when  funds  for  special  services  are  available, 
shortage  of  trained  personnel  may  prevent  programs  from  being 
started.  An  audiological  clinic  and  an  itinerant  home  teacher 
progilam  for  parents  of  young  deaf  children  are  planned  by  the 
central  government  when  staff  becomes  available  (187). 

A  shortage  of  adequately  trained  special  teachers  for  deaf 
children  is  due  in  part  to  the  fact  that  the  teacher-training  pro- 
grams for  them  have  been  developed  fairly  recently.  Although  the 
oldest  teacher-training  course  is  that  of  the  Calcutta  Deaf  and 
Dumb  School,  which  was  started  in  1887,  the  first  training  college 
for  teachers  of  the  deaf  was  established  in  Lucknow  in  1948. 
Five  years  later  the  college  curriculum  was  reorganized  by  a 
committee  headed  by  the  Director  of  Teacher  Training  Colleges 
in  Uttar  Pradesh  and  composed  of  teachers  who  had  received 
advanced  preparation  outside  of  India  in  the  education  of  the 
deaf.  Other  programs  at  present  are  those  at  the  Palayamkottai 
School  for  the  Deaf,  Lady  Noyce  School  for  the  Deaf  and  Dumb 
in  New  Delhi,  the  Government  School  for  the  Deaf  in  Hyderabad, 
and  the  Ahmedabad  Deaf  and  Dumb  School  (214). 

Between  50  and  60  persons  complete  the  teacher-training 
programs  each  year,  but  the  number  varies  because  some  of  the 
programs  are  not  offered  every  year.  For  example,  the  program 
provided  at  the  Lady  Noyce  School  for  the  Deaf  and  Dumb  in 
New  Delhi  is  given  only  when  there  are  enough  candidates  to 
justify  offering  it  (185).  Some  experts  maintain  that  the  best 
teacher-training  program  is  the  diploma  course  offered  in  Bom- 
bay by  the  Commonwealth  Deaf  Society,  though  it  appears  to 
be  difficult  to  attract  young  people  to  this  program  (348). 
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A  new  training  program  is  being  organized  by  the  Central 
Society  for  the  Education  of  the  Deaf,  which  received  its  charter 
in  1966.  Among  its  purposes  was  the  establishment  and  opera- 
tion of  a  central  institute  comprising  one  or  more  schools  for 
the  deaf,  colleges  for  training  teachers  of  the  deaf,  centers  for 
research  relating  to  the  causes  and  prevention  of  deafness  and 
methods  of  educating  the  deaf,  cHnics  to  assist  and  advise  the 
deaf  and  their  parents,  and  bureaus  for  assisting  the  deaf  to 
obtain  employment.  This  central  institute  was  to  be  named  the 
Central  Institute  of  Teachers  of  the  Deaf.  A  detailed  syllabus 
was  prepared  describing  the  program  for  teacher-training  in  this 
institute  (69). 

Little  has  been  done  so  far  for  the  speech-handicapped  as  a 
separate  group,  and  the  specialized  needs  of  the  deaf  in  the 
development  of  speech  have  received  only  limited  attention. 
However,  a  hopeful  report  concerning  related  projects  supported 
by  the  U.S.  government  has  been  given  by  a  speech  professor 
from  the  University  of  Massachusetts  who  went  to  India  for 
three  months  in  late  1967  and  early  1968  under  the  auspices 
of  Social  and  Rehabilitation  Service  of  the  U.S.  Department  of 
Health,  Education,  and  Welfare  to  act  as  a  consultant  on  speech 
problems  in  the  SRS-supported  research  project  at  the  All  India 
Institute  of  Medical  Sciences  in  New  Delhi  (169).  Research  into 
communication  disorders  is  also  supported  by  SRS  grants  in 
Bombay,  Mysore,  and  Vellore. 

The  All  India  Institute  of  Medical  Sciences,  with  a  medical 
school  sponsored  by  the  central  government,  has  set  up  a  program 
with  three  major  components: 

1.  clinical  services  for  speech  and  hearing  handicapped  per- 
sons; 

2.  research  studies  in  communication  problems;  and 

3.  training  of  personnel  in  speech  and  hearing  rehabilitation. 

The  Institute  offers  speech  and  hearing  services  for  both 
children  and  adults  with  problems  such  as  cleft  palate,  cerebral 
palsy,  aphasia,  post-laryngectomy,  hearing  loss,  voice  disorders. 
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Stuttering,  delayed  speech,  and  articulation  defects,  thus  including 
a  wide  range  of  both  organic  and  functional  disorders. 

Since  there  are  few  trained  speech  and  hearing  specialists  in 
India,  three  speech  clinicians  from  the  allied  fields  of  nursing 
and  education  of  the  deaf  are  being  given  on-the-job  training. 
This  training  includes  demonstration  teaching  by  visiting  speech 
pathologists.  The  staff  includes  three  otolaryngologists  (one  self- 
trained  in  the  field  of  audiology),  a  psychologist,  a  linguist,  a 
teacher  of  the  deaf,  an  electronics  engineer,  and  audiometric 
technician  students. 

In  the  tradition  of  the  Indian  educational  system,  staff 
members  are  encouraged  to  do  independent  study  of 
professional  literature  as  a  basis  for  possible  cUnical 
application  with  patients  they  are  serving  (169). 

New  patients  and  those  for  whom  discharge  or  program  modi- 
fications are  being  considered  are  presented  to  the  entire  staff 
for  recommendations.  As  needed,  weekly  individual  or  group 
therapy  periods  are  arranged.  Patients  and  their  families  may 
live  temporarily  in  New  Delhi  for  brief,  intensive  periods  of 
therapy  with  sessions  two  or  three  times  a  week.  The  professional 
team  also  provides  services  in  family  counselling  and  home  prac- 
tice, including  specific  techniques  and  practice  materials  to  be 
used  at  home,  and  a  re-evaluation  of  each  patient  at  three-month 
intervals.  Consultation  is  available  from  the  various  departments 
of  the  medical  school,  such  as  psychiatry,  plastic  surgery,  and 
radiology.  The  liaison  person  is  the  staff  speech  cUnician  in  the 
Physical  Medicine  and  Rehabilitation  Unit  (also  supported 
by  SRS).  The  electronics  engineer  is  an  important  member  of 
the  team  since  it  may  take  from  six  months  to  two  years  to 
order  new  equipment  or  repair  parts  from  abroad.  Research 
projects  by  individual  staff  members  are  carried  on  continuously. 
The  project  includes  a  two-year  audiometric  technician  course 
plus  on-the-job  training  for  speech  clinicians,  and  proposals  for 
a  curriculum  in  speech  pathology  and  audiology  are  being  dis- 
cussed for  the  future. 

Family  interest  and  patient  motivation  were  strong,  for  some 
had  previously  gone  to  unqualified  persons  who  in  a  few  instances 
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had  performed  surgery  for  common  speech  problems.  New  mat- 
erials and  equipment  are  becoming  available  as  in  the  case  of 
electronic  larynxes  now  supplied  in  a  cooperative  program  by 
the  World  Health  Organization  and  the  Western  Electric  Com- 
pany of  New  York. 

Such  research  programs  have  raised  many  questions  for  which 
the  answers  have  not  yet  been  determined.  In  the  face  of  India's 
need,  should  there  be  initial  concentration  on  high-level  teaching 
and  demonstration,  or  early  emphasis  on  training  at  the  technician 
level?  What  kinds  of  modifications  of  qualification  standards  may 
be  needed  to  meet  the  needs  of  India's  huge  rural  population? 
How  can  trainees  be  recruited,  and  what  kind  of  prerequisites 
should  they  have?  How  can  Indian  personnel  best  be  prepared  to 
serve  as  teachers  in  these  new  training  programs,  and  what  kind  of 
cooperation  with  consultants  from  other  countries  would  be  most 
effective?  The  very  statement  of  these  questions  and  the  opening 
up  of  discussions  to  provide  answers  for  them  is  an  important  step 
in  the  direction  of  achieving  a  broader  and  more  effective  pro- 
gram of  services  (169). 

Research  concerning  speech  and  hearing  problems  is  also  being 
conducted  by  the  Deafness  Research  Project  set  up  at  the  Christ- 
ian Medical  College  and  Hospital  in  Vellore  in  1962,  in  collabora- 
tion with  the  John  Hopkins  Hospital  in  Baltimore  and  with 
support  from  the  National  Institutes  of  Health  in  the  U.S.A. 
(212,  213).  The  purposes  of  this  project  are:  (1)  to  determme 
the  incidence  of  hearing  loss  in  the  general  population;  (2)  to 
identify  the  diseases  causing  hearing  loss,  with  emphasis  on  the 
role  of  common  infections,  tropical  diseases,  and  nutritional 
deficiencies;  (3)  to  develop  valid  hearing-test  procedures  and 
apply  these  to  a  selected  group  for  the  establishment  of  norms; 
and  (4)  to  obtain  materials  for  pathological  medical  analysis, 
such  as  temporal  bones  and  the  brains  of  deceased  persons 
from  an  experimental  group.  In  1963  a  hearing  survey  was  made 
of  857  children  five  to  15  years  of  age  in  three  schools  in  the 
Vellore  area.  The  prevalence  of  hearing  loss  in  these  children 
ranged  from  16.3%  to  18.6%,  a  high  rate  as  compared  with 
the  2%-to-8%  range  found  in  more  highly  developed  countries, 
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On  the  basis  of  a  Ministry  of  Education  figure  of  89,602,000 
school  children  in  India,  this  prevalence  rate  would  indicate  that 
more  than  14,580,000  children  five  to  14  years  of  age  inclusive, 
have  a  hearing  loss  needing  treatment,  in  addition  to  probably 
millions  more  above  that  age  level.  There  was  a  relatively  high 
proportion  of  conductive  hearing  loss  among  the  children  tested 
—between  90%  and  97%  —  with  the  highest  frequency  found 
among  the  eight-year-olds.  Of  those  with  this  kind  of  hearing 
loss,  between  70%  and  80%  had  abnormal  otological  conditions, 
with  acute  and  chronic  otitis  media  and  secretory  otitis  media 
in  most  cases.  Sensorineural  hearing  loss  was  very  low  in  incidence 
—  between  0.38%.  and  1.63%..  However,  it  was  suspected  that 
this  low  rate  was  due  to  the  fact  that  children  with  a  serious 
hearing  loss  of  this  type  were  usually  kept  at  home  and  not 
sent  to  school.  Such  data  emphasize  the  magnitude  of  the  prob- 
lem and  the  fact  that  with  proper  early  treatment  most  of  the 
children  could  have  regained  their  hearing. 

At  present  two  other  studies  are  under  way  to  determine  the 
diseases  responsible  for  hearing  loss.  In  one  investigation  a  care- 
fully selected  group  of  1,000  school  children  has  been  studied 
for  six  years.  In  another  continuing  project,  all  patients  admitted 
to  the  hospital  who  have  the  common  infectious  and  tropical 
diseases  and  nutritional  deficiencies  are  observed  to  note  the 
effect  of  these  conditions  on  their  hearing.  When  such  patients 
with  hearing  loss  die,  their  temporal  bones  and  brains  are  studied 
in  order  to  correlate  the  clinical  and  otological  data.  Tentative 
findings  from  these  studies  indicate  that  there  was  no  case  of 
sensorineural  hearing  loss,  and  that  there  was  a  high  incidence 
of  conductive  hearing  loss  associated  with  mumps,  measles, 
chicken  pox,  and  Vitamin  B  deficiency. 

As  the  work  of  the  Deafness  Research  Project  continued, 
an  increasing  number  of  persons  came  to  the  center  for  assess- 
ment, treatment,  and  rehabihtation,  although  the  center  was 
equipped  only  for  research  and  not  for  treatment  or  rehabilita- 
tion. In  general  there  are  no  speech  or  hearing  clinics  in  India 
for  assessment  and  guidance  as  to  suitable  treatment.  Even  in 
some  medical  centers  where  medical  and  surgical  treatment  is 
given,  no  educational  or  vocational  services  are  provided  for 
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the  patients.  Many  physicians  do  not  recognize  the  importance  of 
early  detection  and  general  rehabilitation.  As  a  result,  partially 
hearing  persons  may  be  attending  schools  for  the  deaf,  and 
adult  vocational  needs  are  neglected.  There  is  in  general  a  lack 
of  both  professional  and  lay  knowledge  as  to  what  can  and 
should  be  done  for  those  with  impaired  hearing  (212). 

A  further  research  project  was  initiated  at  the  Christian 
Medical  College  in  March,  1966,  with  SRS  support  to:  (1) 
develop  hearing  and  speech  test  procedures  based  on  Indian 
languages,  a  beginning  having  been  made  in  the  Tamil  language; 

(2)  develop  comprehensive  medical,  audiological,  and  counselling 
services  for  patients  and  parents  in  terms  of  local  conditions: 

(3)  explore  the  possibilities  of  manufacturing  hearing  aids  through 
local  industries  and  materials  since  hearing  aids  are  still  too 
expensive  for  most  people;  (4)  establish  a  program  of  community 
education  and  guidance  concerning  speech  and  hearing  problems; 
and  (5)  discover  ways  of  expanding  employment  opportunities 
and  demonstrate  to  employers  the  capacities  of  those  with  speech 
or  hearing  limitations. 

Limitations  in  technical  equipment  were  indicated  in  a  1966 
nation-wide  questionnaire  survey  responded  to  by  69  of  82  teach- 
ing hospitals.  Nine  hospitals  had  no  audiometric  equipment  and 
25  had  audiometers  that  were  not  in  working  condition,  since  all 
audiometers  and  repair  parts  had  to  be  imported.  Only  eight 
hospitals  had  equipment  for  speech  therapy.  It  was  reported  that 
in  the  entire  country  there  were  only  four  trained  audiologists 
and  eight  speech  therapists  (212). 

A  discussion  of  ways  to  meet  the  needs  revealed  by  this  study 
was  held  at  two  All  India  Workshops  on  Speech  and  Hearing  Pro- 
blems held  in  1966  and  1967.  Plans  were  drawn  up  for  training 
priograms  for  specialized  personnel  on  the  undergraduate  level. 
The  need  for  Indian  production  of  low-cost  and  easily  repaired 
hearing  aids  and  audiometers  was  emphasized,  and  the  Bharat 
Electronics  Company  in  Bangalore  was  urged  to  resume  the  manu- 
facture of  audiometers,  which  had  been  discontinued  in  1962 
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because  of  defense  needs.  Specifications  were  drawn  up  for 
the  manufacture  of  hearing  aids,  and  the  establishment  of  speech 
and  hearing  centers  in  all  the  teaching  hospitals  in  the  country 
was  recommended.  Progress  reported  in  1967  included:  (1)  the 
opening  of  three  centers  for  training  speech  and  hearing  personnel 
at  the  B.Y.L.  Nair  Charitable  Hospital  in  Bombay,  the  All 
India  Institute  for  Speech  and  Hearing  in  Mysore  (associated 
with  the  Christian  Medical  College  and  Hospital  in  Vellore), 
and  the  All  India  Institute  of  Medical  Sciences  in  New  Delhi; 
(2)  agreement  for  the  manufacture  of  100  audiometers  by  April, 
1968,  with  other  audiometers  ready  for  delivery  in  the  summer, 
and  for  experimentation  looking  toward  the  manufacture  of  other 
equipment;  (3)  the  setting  up  of  a  Panel  on  Hearing  Aids  by 
the  Indian  Standards  Institute  to  draft  specifications  for  hearing 
aids  to  be  manufactured  in  India,  and  an  actual  start  of  manu- 
facture on  the  basis  of  these  specifications. 

A  rising  interest  in  the  areas  of  speech  and  hearing  has 
resulted  from  these  efforts.  It  is  reported  that  Departments  of 
Otolaryngology  in  some  medical  schools  are  developing  attached 
speech  and  hearing  centers,  and  that  courses  in  audiology  and 
speech  pathology  are  being  added  to  graduate  programs.  The 
Indian  Speech  and  Hearing  Association  was  formed,  and  held 
its  first  annual  conference  in  Calcutta  in  May  1968  (212,  213). 
A  third  workshop  held  in  Vellore  in  January,  1969,  continued 
the  work  of  the  earlier  workshops. 

The  first  speech  therapy  clinic  was  established  at  the  B.Y.L. 
Nair  Charitable  Hospital  in  Bombay  in  January,  1963,  under 
the  guidance  and  medical  supervision  of  the  Department  of 
Otolaryngology,  and  by  the  middle  of  1966  two  schools  for 
the  training  of  audiologists  and  speech  pathologists  were  estab- 
lished in  Bombay  and  Mysore  respectively. 

The  Audiology  and  Speech  Therapy  School  at  the  Bombay 
hospital  was  made  possible  by  philanthropic  aid  and  a  grant 
from  the  Municipal  Corporation.  A  two-year  course,  followed 
by  a  four-month  internship,  leads  to  a  B.Sc.  degree.  Ten  students 
are  admitted  annually  who  have  qualified  by  taking  an  inter- 
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disciplinary  science  program  in  physics,  chemistry,  and  biology 
at  the  University  of  Bombay  or  at  any  other  university  in  India 
recognized  by  this  institution.  The  staff  includes  two  persons 
with  master's  degrees  in  speech  pathology  and  audiology  (312, 
337). 

In  Mysore  the  school  resulted  from  cooperation  of  the  All 
India  Institute  of  Speech  and  Hearing  with  the  central  government 
Ministry  of  Health  and  the  local  Maharaja,  who  donated  the 
land  for  the  school.  Lectures  in  audiology  and  speech  pathology 
are  now  incorporated  into  the  training  programs  for  students 
in  pediatrics  and  otolaryngology  as  well.  In  addition  to  its  under- 
graduate program,  the  Mysore  school  started  a  master's  level 
program  in  1966,  and  admits  about  32  students  to  the  two  pro- 
grams yearly.  Both  the  Bombay  and  Mysore  schools  face  the 
continuing  urmiet  need  for  the  electro-acoustical  equipment 
essential  for  teaching  and  research  (337). 

it  is  expected  that  from  1970  on,  there  will  be  a  steady  output 
of  therapists  from  these  centers.  Meanwhile,  the  need  for  such 
specialized  services  is  being  met  through  short-term  programs 
such  as  an  eight-week  Seminar  conducted  in  1968  by  the  B.  M. 
Institute  in  Ahmedabad  in  collaboration  with  the  Directorate  of 
Health  and  Medical  Services  in  the  state  of  Gujarat  (316). 

Speech  and  hearing  therapy  and  related  services  are  complicated 
by  the  multilingual  problem  in  India.  This  necessitates  the  trans- 
lation of  materials  for  parents  and  families  into  several  major 
languages,  as  is  now  being  done  into  Hindi  and  English  at  the 
All  India  Institute  of  Medical  Sciences.  It  will  also  be  necessary 
to  make  a  phonetic  analysis  of  the  major  languages  in  order  to 
adapt  tests  of  articulation  and  auditory  discrimination.  A  clinical 
psychologist  at  the  B.  M.  Institute  in  Ahmedabad  has  pointed  out 
that  as  yet  there  are  few  tests  suitable  for  use  with  preschool-age 
children  brought  in  for  consultation  concerning  their  faulty  speech 
development.  The  most  widely  used  test  is  now  the  Gesell,  for 
which  norms  for  Indian  children  are  being  established  by  the 
Indian  Council  for  Educational  Research  and  Training.  Stand- 


THE  DEAF 


201 


ardized  tests  with  age  norms  are  also  needed  for  school-age 
children,  and  in  their  absence  the  psychological  must  use  his  or 
her  ingenuity  in  assessing  information  derived  from  a  variety 
of  sources  (417). 

An  example  of  efforts  to  modify  western  tests  for  use  in  India 
is  that  of  an  adaptation  of  the  Wechsler  Intelligence  Scale  des- 
cribed by  the  Rev.  A.  J.  Malin,  Director  of  the  Nagpur  Child 
Guidance  Centre  Mental  Retardation  Clinic  at  De  Sales'  College 
Psychological  Test  and  Guidance  Institute.  Since  English  seems 
still  to  be  the  only  language  that  is  known  throughout  India,  it 
was  decided  to  adapt  WISC  for  English-speaking  children,  trying 
to  make  it  as  culture-free  as  possible  so  that  it  could  easily  be 
translated  into  14  major  regional  languages  (246).  Since  radical 
revisions  were  necessary  to  eliminate  cultural  bias,  the  test  was 
renamed  the  Intelligence  Scale  for  Indian  Children  (ISIC). 

The  needs  of  the  hard  of  hearing,  an  even  larger  group  than 
the  deaf,  will  also  be  taken  into  account  in  future  developments. 
The  first  meeting  of  the  reconstituted  National  Advisory  Council 
for  the  Education  of  the  Handicapped  was  held  in  New  Delhi 
in  the  summer  of  1968  to  discuss  plans.  At  this  meeting  Dr.  Guha, 
Union  Minister  of  State  for  Social  Welfare,  indicated  that  the 
central  government  was  planning  to  set  up  a  school  for  the  parti- 
ally deaf  as  an  integral  part  of  the  National  Centre  for  the  Adult 
Deaf  in  Hyderabad  (476). 

Meanwhile  there  is  increasing  awareness  of  the  special  prob- 
lems of  the  deaf  and  hard  of  hearing  which  may  lead  to  lack 
of  concentration  or  attention  in  school,  withdrawal  from  social 
contacts,  fear  and  anxiety  in  what  seems  a  threatening  world, 
or  rebellion  and  aggression  (498).  These  and  other  problems 
must  be  faced  as  a  basis  for  an  eventual  experimental  effort 
to  incorporate  such  youngsters  into  regular  schools  as  is  now 
being  attempted  with  the  blind. 

The  vocational  needs  of  the  deaf  are  being  met  through 
expanded  offerings  in  vocational  training  in  the  institutions  for 
this  group.  Both  the  deaf  and  the  blind  have  traditionally  been 
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trained  in  crafts  whose  products  had  httle  or  no  market  value, 
since  the  purpose  was  to  keep  them  occupied  rather  than  to 
make  them  economically  independent.  Hand-spinnmg  and  weav- 
ina  were  common  crafts  for  both  groups,  and  music  for  the 
blhid.  There  has  recently  been  a  shift  of  emphasis  to  trammg 
them  for  regular  employment,  which  is  the  primary  aim  of  the 
government  Training  Centre  for  Adult  Deaf  in  Hyderabad,  founded 
in  1962  ThQ  Lady  Noyce  School  for  the  Deaf  and  Dumb  in 
New  Delhi  has  a  small  section  for  vocational  training  for  children 
and  adolescents.  Recently  a  Vocational  Rehabilitation  Traming 
Centre  for  the  Deaf  was  estabUshed  at  Allahabad  (Uttar  Pradesh), 
and  another  adult  training  center  is  under  consideration  for 
the  Bombay  area  (332). 

But  there  is  still  too  little  opportunity  for  the  adult  deaf  to 
obtain  technical  and  vocational  traming.  The  School  of  Photo- 
graphy run  by  the  All  India  Federation  of  the  Deaf  and  the 
central  government's  training  center  for  the  adult  deaf  at 
Hyderabad  represent  efforts  to  provide  opportunities  in  open 
employment.  More  varied  vocational  training,  acceptance  in 
normal  school  situations,  and  more  adequate  vocational 
assessment  and  guidance  are  essential  next  steps.  The 
deaf  adolescent  of  17  or  18,  when  suddenly  detached  from 
a  sympathetic  and  protective  institutional  environment,  finds  the 
transition  to  the  hearing  world  very  difficult.  It  is  proposed  that 
the  state  of  Maharashtra  estabUsh  a  vocational  adjustment  center 
to  provide  for  both  vocational  training  and  social  adjustment 
for  the  deaf  (348). 

The  Training  Centre  for  the  Adult  Deaf  at  Hyderabad  was 
established  by  the  Government  of  India  during  the  year  1962-63, 
to  provide  training  in  crafts  and  engineering  and  industrial  occu- 
pations for  the  adult  deaf,  starting  with  30  men  and  when 
fully  developed  to  have  120  trainees.  Until  its  own  buildmgs 
are  constructed,  the  center  will  remain  next  to  the  Government 
School  for  the  Deaf  in  Malakpet.  The  deaf  are  defined  as  those 
in  whom  the  sense  of  hearing  is  non-functional  for  the  ordinary 
purposes  of  life;  this  would  normally  mean  a  loss  of  70  decibels 
or  above  by  air  conduction  in  the  better  ear.  Other  requirements 
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for  admission  are:  (1)  no  major  handicap  other  than  deafness; 
and  (2)  age  between  16  and  25  years,  possibly  up  to  30  years 
in  unusual  cases.  Those  who  have  lost  their  hearing  recently 
should  have  lost  it  for  more  than  three  years  prior  to  the  date 
of  admission,  should  have  been  attending  an  educational 
institution  or  been  employed,  and  should  have  a  certificate 
showing  the  nature  of  educational  achievement  or  employment. 
Candidates  who  lost  their  hearing  in  childhood  or  many  years 
ago  should  have  attended  an  institution  for  the  deaf  for  at  least 
five  years,  and  have  evidence  of  educational  achievement.  Priority 
is  given  to  those  who  became  deaf  more  recently,  to  persons 
with  deafness  connected  with  military  service,  to  civilian  govern- 
ment personnel,  and  to  those  recommended  by  organizations 
planning  to  employ  the  trainee  after  his  period  of  training  is 
completed.  In  addition,  20%.  of  the  places  are  reserved  annually 
for  candidates  belonging  to  the  ^'Scheduled  Castes"  and  the 
"Scheduled  Tribes." 

The  training  programs,  each  of  which  lasts  two  years,  were 
organized  and  added  in  the  following  sequence: 

1962-63  1963-64  1964-65  1965-66 

W^rfJ^nllL^'''^  Welding  Turning  Instrument  mechanics 
Wiremanship  Painting        Machinist      Manufacture  of  radio 

components 

Emphasis  is  on  practical  training,  with  theoretical  instruction 
given  only  to  the  extent  made  necessary  by  the  subject  matter. 
Fees  are  paid  only  by  those  whose  parents  have  an  income 
exceeding  500  rupees  a  month.  Some  recreational  activities,  physi- 
cal education,  and  medical  care  are  provided.  Follow-up  is  to 
be  undertaken  by  the  Director,  and  the  trainee  is  supposed  to 
send  quarterly  reports  for  at  least  a  two-year  period  after  he 
leaves,  indicating  details  of  the  work  he  undertakes. 

The  Vocational  Training  Centre  for  the  Deaf  at  Allahabad, 
Uttar  Pradesh,  is  a  state  demonstration  project  and  training 
program  set  up  in  1966  "to  meet  the  challenge  of  12.027  'work- 
able' and  'educable'  deaf."  Open  to  young  men  and  women 
14  to  21  years  of  age  from  the  Hindi-speaking  area,  it  helps  to 
fill  a  gap  in  services  for  this  particular  adolescent  age  group: 
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They  are  treated  as  worthless  and  looked  down  upon  by 
the  society  as  unproductive,  inferior,  and  dependent, 
isolated  and  like  beggars  (270). 
Trainees  in  this  center  may  choose  among  the  trades  of  agricul- 
ture,   carpentry,   composing  and   printing   press  work,  light 
machine  repairs,  smithy  and  metal  work,  leather  work,  tailor- 
ing and  home  economics,  dyeing  and  printing.  Between  50  and 
60  persons  are  trained  each  year.  Such  training  helps  to  meet 
the  needs  of  the  young  deaf  person  as  indicated  by  a  study  of 
291  deaf  persons  which  revealed  that  they  generally  lack  know- 
ledge of  occupations  and  work  possibilities  (270). 

In  the  Delhi  area  their  needs  may  in  the  future  be  met  in 
part  by  a  residential  training  center  being  planned  for  that  locality 
by  the  All  India  Federation  of  the  Deaf.* 

In  1958,  in  spite  of  India's  problems  of  wide-scale  unemploy- 
ment and  underemployment,  pilot  employment  offices  for  placing 
trained  blind,  deaf,  or  orthopedically  handicapped  persons  m 
suitable  jobs  were  established.  The  first  of  these,  organized 
in  Bombay  in  March  1959,  registered  548  physically  handicapped 
appUcants  between  the  date  of  its  opening  and  December  1961; 
of  these  registrants.  91  were  deaf,  and  most  of  them  congemtally 
deaf  (221). 

Placement  of  Deaf  Applicants  by  Bombay  Exchange  between 
March  1959  and  December  1961 


Type  of  Industry      No.  Placed 
General  engineering 
and  metals  11 

Electrical  engineer- 
ing and  radio 
manufacturing  13 


Some  Illustrative  Operations 
Bench  fitting,  pattern  making, 
power  press  operating,  machine 
drilling,  core  making,  operating 
fluted  roller  making  machine. 
Fitting,  drilling,  switchgear  as- 
sembling, transformer  winding, 
coil  winding,  assembly  of  radio 
components,  soldering,  spray 
painting. 


*Letter  from  Mr.  D.  K.;  Nandy,  General  Secretary  of  the  Federation, 
May  17,  1969. 
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Chemicals  and 
pharmaceuticals  13 

Rubber,  plastic,  and 
glass  8 

Textiles  2 

Printing  and  adver- 
tising 5 

Government  depart- 
ments 2 

Miscellaneous  1 


Suture  winding,  finishing  tooth 
brushes,  attending  filling  ma- 
chines, packing,  stamping,  label- 
ling, carton  making. 

Moulding  rubber  goods,  table 
blowing  (glass),  operating 
braiding  machines,  cutting  and 
finishing  rubber  and  plastic 
goods,  inspecting  defects,  operat- 
ing plastic  extruding  machine. 

Stitching  and  joining  cloth  pieces. 

Commercial  artist,  operating 
printing  machines. 

Typing,  counting,  and  folding 
envelopes. 

Ironing  garments. 


Total  55 

Of  the  55  placed,  29  were  placed  in  work  requiring  primarily 
repetitive  operations,  while  26  were  placed  in  more  highly  skilled 
operations. 

In  that  period  178  out  of  548  handicapped  applicants  were 
placed,  with  a  higher  percentage  of  the  deaf  placed  {60%  or 
55  out  of  91)  versus  15%  of  the  blind  (19  out  of  124)  and 
31%  of  the  orthopedically  handicapped  (104  out  of  333).  All 
the  deaf  were  placed  in  open  employment  with  wages  equal 
to  those  of  normal  workers.  The  1967  government  publication 
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"Toward  a  Fuller  Life"  reported  that  of  the  55  deaf  persons 
placed  by  the  end  of  1961,  39  still  had  the  same  jobs,  eight 
had  been  dismissed  because  of  shortage  of  work  or  closure  of  the 
place  of  business,  five  had  resigned  because  they  disliked  their 
duties  or  the  terms  offered,  and  only  three  had  been  discharged 
because  of  unsatisfactory  work  performance  or  general  adjust- 
ment. A  survey  of  employer  opinions  revealed  that  in  only  one 
case  was  the  work  performance  of  the  deaf  person  lower  than 
that  of  a  person  with  normal  hearing.  The  experience  of  the 
special  exchanges  indicates  that  the  work  performance  of  the 
deaf  is  generally  superior  to  that  of  the  blind  and  orthopedically 
handicapped  person  placed  by  the  bureaus. 

The  Delhi  employment  exchange  in  the  same  period  registered 
26  deaf  applicants  and  placed  10  of  them  in  work  such  as 
hand-knitting,  machine  operating,  tailoring,  carpentry,  painting, 
welding,  and  art  work.  It  was  reported  that  most  of  these  per- 
sons were  adjusting  satisfactorily  to  their  employment  situations 
(221).  Similar  data  may  be  provided  by  a  project  undertaken 
by  the  Uttar  Pradesh  Deaf  and  Dumb  Institute  in  Allahabad, 
which  with  SRS  support  is  investigating  techniques  for  rehabili- 
tating deaf  persons  by  means  of  vocational  guidance,  training 
in  indigenous  crafts  and  other  trades,  and  selective  placement. 
No  statistics  are  available  concerning  the  placement  of  the  deaf 
by  various  voluntary  organizations  devoted  to  their  welfare,  but 
it  is  believed  that  the  number  of  successful  placements  is  limited 
because  of  lack  of  effective  follow-up  service  (221). 

Negative  attitudes  of  employers  and  co-workers  continue  to 
provide  obstacles.  Employers'  resistance  is  based  on  factors  such 
as  ignorance  of  the  industrial  potential  of  deaf  workers,  a 
generalized  prejudice  against  hiring  them,  and  concern  about  their 
accident  proneness.  Co-workers  may  be  jealous  if  the  deaf  show 
a  higher  level  of  performance,  and  misunderstandings  may  arise 
because  of  ineffective  communication  (221). 

Since  an  employer  judges  an  applicant's  intelligence  and  com- 
petence from  the  replies  he  gives,  the  employer  tends  to  reject 
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the  deaf  applicant  who  cannot  give  quick  and  inteUigible  answers. 
Employers  also  worry  as  to  whether  deaf  workers  can  take 
care  of  themselves  in  a  factory  where  there  are  moving  vehicles 
and  moving  machinery  and  where  they  would  lack  the  auditory 
cues  to  detect. their  position  (364). 

Another  basic  problem  of  the  deaf  is  that  of  finding  a  suitable 
marriage  partner  and  mamtaining  a  home  and  family  of  their 
own.  Marriage  counselling  is  especially  important  for  the  deaf. 
Since  the  marriage  of  closely  related  deaf  persons  produces  a 
higher  percentage  of  deaf  children  than  any  other  combination 
in  deaf  marriages,  it  is  considered  advantageous  that  the  Hindu 
Code  of  Marriage  in  India  strictly  prohibits  consanguinous 
marriage  (164). 

In  achieving  improvements  in  provisions  for  the  deaf,  an  im- 
portant role  will  continue  to  be  played  by  voluntary  organiza- 
tions. An  example  is  the  Society  for  the  Deaf  in  Calcutta,  which 
provides  services  such  as  social  welfare,  a  library,  sales  of  handi- 
crafts, sports  and  recreation,  an  adult  education  center,  and 
general  assistance  and  guidance,  as  well  as  a  school  for  deaf 
children  called  "The  Ideal  School  for  the  Deaf."  In  August 
1967  this  society  held  its  second  Annual  Arts  and  Crafts  Exhibi- 
tion of  the  Deaf,  and  in  February  1968  it  held  its  Annual  Sports 
for  the  Deaf  program  (314). 

A  sales  center  for  products  of  deaf  workers,  called  "Mook 
Preeti/'  was  inaugurated  in  1969  in  New  Delhi.  This  was  the 
first  cooperative  sales  center  of  its  kind  in  India,  owned  and 
staffed  and  managed  entirely  by  the  members  of  the  Deaf  and 
Dumb  Association,  who  are  putting  on  sale  their  paintings, 
clothing  products,  and  other  articles  (171). 

Many  suggestions  have  been  given  concerning  the  improvement 
of  existing  services.  In  fact,  much  more  has  been  written  about 
what  should  be  done  than  about  what  is  being  done. 

1.  Means  for  the  collection  of  more  accurate  statistics  concern- 
ing the  incidence  of  the  deaf,  as  a  basis  for  planning  services. 
Very  few  well  organized  efforts  of  this  kind  have  been  made 
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SO  far,  as  shown  by  wide  variation  in  estimates  of  the  numbers 
needing  special  services.  This  would  imply  more  precise  defini- 
tions and  classifications  of  deafness. 

2.  ^.tudy  of  existing  services  by  a  special  committee  as  a  basis 
for  determining  guidelines  for  the  future  development  of  pro- 
grams (347,  348).  The  dissemination  of  information  about  what 
is  being  done  at  present  all  over  India,  or  even  within  a  parti- 
cular state,  would  be  helpful  in  making  comparative  evaluations 
of  current  procedures  and  provisions,  and  attempting  to  improve 
them.  Lack  of  communication  among  workers  in  the  field  is 
characteristic  of  many  areas  of  social  service. 

3.  Means  for  the  early  identification  of  deaf  children.  Both 
parents  and  teachers  need  instruction  to  enable  them  to  detect 
deafness  as  early  as  possible  (347).  There  is  need  for  local- 
authority  provision  of  a  complete  examination,  including  audio- 
metry, for  deaf  children  of  both  school  and  pre-school  age,  along 
with  the  urging  of  mothers  to  test  their  children  for  deafness 
from  the  first  month  of  the  child's  life.  Diagnostic  units  need 
to  be  set  up  in  various  parts  of  the  country  to  assess  deaf 
children  with  more  than  a  single  perfunctory  out-patient  exami- 
nation (255). 

4.  More  modern  equipment  and  facilities  in  the  schools  for  the 
deaf.  Very  few  children  in  such  schools  in  India  have  ever  had 
their  hearing  tested  with  a  pure-tone  audiometer.  The  only  ex- 
ception appears  to  be  the  Government  Lady  Noyce  School  for 
the  Deaf  in  New  Delhi.  Yet  even  here  this  has  been  done 
outside  regular  working  hours.  Because  of  this  it  will  take  two 
years  to  complete  the  testing  of  the  younger  students  who 
are  more  difficult  to  test  and  who  require  more  time.  Even  in 
schools  where  there  are  wearable  hearing  aids,  these  are  rarely 
found  being  worn  (108).  Much  of  this  equipment  is  usually  out 
of  repair  or  needs  replacement.  Experts  beheve  that  many  child- 
ren now  considered  totally  deaf  would  prove  to  have  some  func- 
tional hearing  if  they  could  be  provided  with  the  proper  hearing 
aids  and  instructed  in  their  use  (187). 
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5.  More  residential  schools  for  deaf  children  with  additional 
handicaps  such  as  emotional  maladjustment  or  mental  retardation, 
or  whose  environment  is  unsatisfactory  (255). 

6.  Standardization  of  curriculum  and  teaching  methods  used 
in  schools  for  the  deaf.  As  yet  there  is  no  officially  prescribed  or 
recommended  program,  nor  have  there  been  developed  any  widely 
approved  teaching  techniques.  The  teacher-training  programs 
themselves,  vary  considerably  in  content  and  emphasis. 

7.  Closer  ties  between  schools  for  the  deaf  and  regular  schools 
(348).  Mutual  benefit  could  result  from  such  collaboration.  It 
would  reduce  the  current  separateness  of  the  deaf  and  the  hearing, 
and  i>erhaps  pave  the  way  more  quickly  for  moves  toward  inte- 
grating the  deaf  into  regular  schools.  It  would  also  make  more 
apparent  the  fact  that  the  basic  needs  of  deaf  and  hearing  children 
are  the  same. 

8.  A  greater  variety  of  recreation  for  the  deaf,  especially  those 
forms  which  would  enable  the  deaf  to  mingle  with  the  hearing 
(347).  Voluntary  associations  could  organize  activities  such  as 
sports  clubs  and  social  gatherings  to  serve  this  purpose. 

9.  An  increase  in  the  extent  and  variety  of  vocational  oppor- 
tunities for  the  deaf  (187).  The  limited  vocational  provisions 
that  now  exist  often  stress  a  narrow  range  of  skills  and  increasingly 
outmoded  and  traditional  crafts  rather  than  industrial  operations 
and  professional  activities  which  would  give  them  a  wider  range 
of  choice  in  today's  world,  and  which  would  take  into  account 
the  diversity  of  individual  differences  in  aptitude  and  interest. 

10.  Expansion  and  improvement  of  training  programs  for  special 
teachers  of  the  deaf.  A  survey  of  the  current  status  and  profes- 
sional background  of  those  now  teaching  the  deaf  could  serve  as 
a  starting  point.  More  training  programs  could  be  established, 
and  qualified  persons  encouraged  to  apply  for  this  training. 

11.  Special  training  for  welfare  officers  working  with  the  deaf. 
It  has  been  suggested  that  the  government,  as  part  of  the  pro- 
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gram  of  an  institute  training  teachers  of  the  deaf,  conduct  a 
course  for  Welfare  Officers  to  look  after  the  general  welfare 
of  the  adult  deaf,  and  that  the  state  government  appoint  a 
Deaf  Welfare  Advisor  to  be  in  charge  of  a  welfare  program  for 
the  deaf  in  the  city  and  state,  preferably  a  deaf  person  with 
appropriate  experience  and  aptitudes  (255). 

12.  Establishment  of  a  number  oj  Speech  and  Hearing  Therapy 
Centers  (108).  Little  has  been  done  so  far  for  the  speech-handi- 
capped as  a  separate  group,  and  there  has  been  little  specific 
speech  therapy  available  as  part  of  the  oral  instruction  that  is 
alleged  to  occur  in  all  schools  for  the  deaf. 

13.  Model  institutions  to  be  used  as  pilot  projects  (348). 
Additional  experimental  programs  could  demonstrate  approved 
methods  and  materials,  and  represent  a  pooling  of  the  best 
thinking  and  experience  available  concerning  education  for  the 
deaf. 

14.  Establishment  of  a  State  Council  for  tite  Deaf  in  each 
state.  Such  a  council  could  coordinate  the  diverse  activities  and 
programs  for  the  deaf  within  the  state.  It  could  also  be  effective 
in  implementing  recommendations  for  a  broader  program  of 
parent  education  by  providing  information  and  guidance  for 
the  parents  of  deaf  children.  A  step  in  this  direction  was 
the  recent  formation  of  a  Council  to  coordinate  the  efforts  of 
the  various  associations  for  the  deaf  in  Bombay  (314). 

Although  it  is  evident  that  considerable  expansion  and  im- 
provement of  provisions  for  the  deaf  in  India  will  be  necessary, 
the  progress  that  is  already  being  made  along  these  lines  gives 
a  hopeful  indication  of  accelerating  changes  in  the  future.  The 
brighter  prospects  of  the  deaf  for  a  normal  life  reflect  in  India 
as  in  other  countries  an  increasing  awareness  of  society's  res- 
ponsibility to  help  every  individual,  whatever  his  capacities,  to 
become  all  that  he  is  capable  of  becoming. 


Chapter  8 


THE  ORTHOPEDICALLY  HANDICAPPED 


After  services  for  the  blind  and  the  deaf  had  started  to  appear, 
the  orthopedicaJly  handicapped  began  to  receive  attention.  This 
group  includes  conditions  of  crippling  and  neuromuscular  dis- 
ability except  for  leprosy  effects,  which  are  still  regarded  in 
[ndia  as  a  separate  category. 

As  with  other  categories  of  handicap,  there  is  considerable 
variation  in  the  estimate  of  the  numbers  of  the  orthopedically 
handicapped,  who  are  defined  as  those  with  defects  causing  defor- 
mity or  an  interference  with  normal  functions  of  the  bones, 
muscles,  or  joints  (30).  The  government  surveys  in  Bombay  and 
Delhi  in  1956  and  1957  respectively,  produced  an  estimate  that 
orthopedically  handicapped  persons  constitute  approximately  56% 
of  the  total  population  of  physically  handicapped  persons  in 
India  (57,  264),  and  between  30%  and  40%  of  all  handicapped 
persons  (211). 

The  Central  Statistical  Organization  estimates  the  total  num- 
ber of  orthopedically  handicapped  persons  as  follows: 


The  first  survey  of  the  orthopedically  handicapped  in  India 
was  made  by  an  Adviser  to  the  United  Nations,  Dr.  Henry 
Kessler,  in  Maharashtra  State  (then  Bombay  State)  in  February 


1951 
1961 
1971 


2,730,000 
3,440,000 
4,160,000 
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1954.  The  survey  was  made  in  the  community  of  Phaltan  with 
a  population  of  about  10,000,  and  72  adjacent  villages,  providing 
a  total  of  about  100,000  persons.  Widespread  advance  publicity 
was  given  to  his  visit,  and  parents  were  urged  to  bring  their 
crippled  children  for  examination  and  advice. 

Of  the  165  persons  examined.  95  were  children  under  16 
years  of  age,  in  whom  the  following  handicapping  conditions 
were  found: 


Polio 

55 

Cerebral  palsy 

19 

Medical  conditions 

8 

Post-encephalitic 

7 

Arthritis 

5 

Surgical  conditions 

4 

Deaf 

4 

Post-fracture  deformity 

3 

Club  foot 

3 

Hydrocephalus 

2 

Pseudo  -muscular-dystrophy 

2 

Mentally  retarded 

2 

Congenital  hip  dislocation 

1 

Volksmann's  contracture 

1 

Blind 

1 

Total  95 

Thus  78  or  82%  of  the  younger  group  were  orthopedically 
handicapped.  Among  the  70  persons  16  years  of  age  or  older 


were  found  these  handicaps: 

Arthritis  21 

Post-fracture  deformity  11 

Hemiplegia  1 1 

PoUo  5 

Cerebral  palsy  1 

Other  conditions  21 


Total  70 
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Many  other  handicapped  adults  appeared  who  could  not  be  exam- 
ined. Advice  was  given  as  to  where  treatment  could  be  secured, 
and  several  follow-up  visits  were  also  made  later  to  arrange  for 
treatment  (325). 

The  next  survey  was  a  limited  one  made  at  Surat  in  Gujarat 
in  July  and  August  1956  by  the  local  branch  of  the  All  India 
Women's  Conference  as  part  of  a  health  survey  of  children  under 
five  years  of  age.  A  door-to-door  canvass  of  two  wards  in  the  city 
resulted  in  the  filling  out  of  1,712  forms  concerning  handicapped 
children.  Medical  examination  was  arranged  for  1,312  of  these 
children.  Some  of  the  persons  interviewed  did  not  wish  to  admit 
that  there  was  a  handicapped  child  in  the  household.  Among  the 
handicapping  conditions  discovered  were  342  cases  of  rickets 
(25.3%),  74  otitis  media  of  the  ear  (5%),  79  with  eye  diseases 
(5.6%),  seven  with  paralysis,  four  who  could  not  walk,  and  four 
who  could  not  sit  up.  The  families  were  given  advice  concerning 
the  seeking  of  the  necessary  treatment. 

In  1962  a  committee  from  the  Khar  (Bombay)  branch  of  the 
All  India  Women's  Conference,  plus  a  paid  part-time  worker, 
visited  over  5,000  families,  and  found  among  those  under  18  years 
of  age,  15  orthopedically  handicapped,  10  deaf,  10  deaf-mute, 
nine  mentally  retarded,  four  blind  or  visually  handicapped,  and 
two  multiply  handicapped,  with  a  total  of  39  handicapped  young- 
sters. 

The  first  of  the  Random  Sample  Surveys  sponsored  by  the 
Ministry  of  Education  was  made  in  Bombay  by  the  All  India 
Occupational  Therapists'  Association.  Similar  surveys  were  made 
by  the  Delhi  School  of  Social  Work  for  greater  Delhi,  and  at 
Kanpur  under  the  Director  of  the  Institute  of  Social  Sciences 
at  Agra  University. 

In  the  Bombay  survey,  346  handicapped  persons  were  found 
out  of  19,000  families  representing  an  estimated  total  of  95,000 
persons,  or  a  ratio  of  3.4  per  1000  of  the  population.  The  largest 
group  were  the  orthopedically  handicapped,  with  a  rate  of 
1.36  per  1000: 
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Orthopedically  handicapped 

Visually  handicapped 

Mentally  retarded  and  mentally  ill 

Deaf 

Deaf-mute 

Dumb  (only  a  speech  defect) 


126 
83 
55 
44 
28 
10 


Total 


346 


In  the  Delhi  survey  it  was  found  that  4%  of  the  famiUes  had 
a  handicapped  member,  and  1  %  of  all  the  famiUes  had  an  ortho- 
pedically handicapped  member.  In  the  Kanpur  survey,  43.5% 
of  the  352  handicapped  persons  discovered  were  orthopedically 
handicapped. 

The  most  intensive  study  of  the  orthopedically  handicapped 
that  has  yet  been  made  in  India  was  an  investigation  based  on 
questionnaires  and  interviews  involving  500  persons  with  different 
kinds  of  orthopedic  handicaps,  from  different  walks  of  Ufe, 
and  from  the  three  cities  of  Bombay,  Poona,  and  Ahmedabad 
(52).  Among  these  500  cases  of  permanent  orthopedic  disabilities, 
the  crippUng  conditions  discovered  included  traumatic  (235  or 
47%i),  neurological  (200  or  40%),  infective  (25  or  5%),  con- 
genital (37  or  7.4%),  and  other  orthopedic  conditions  (3  or 
0.6%.). 

Polio  and  cerebral  palsy  cases  occurred  more  frequently  in  the 
higher  castes,  which  represent  also  a  higher  socioeconomic 
level.  Tuberculosis  of  the  bones  and  joints  and  congenital  defects 
were  more  common  in  the  lower  castes,  where  poor  nutrition 
and  poor  Uving  conditions  are  more  likely  to  be  found.  Accidental 
injuries  and  infective  conditions  occurred  more  frequently  (55% 
and  64%  respectively)  in  the  age  group  below  34  years  than  in 
older  people.  The  younger  age  group  also  accounted  for  80% 
of  the  polio  cases  (most  occurring  in  children  one  to  five  years 
of  age)  and  100%^  of  the  cerebral  palsy  cases.  Only  18.2%  were 
women,  in  contrast  to  the  fact  that  in  the  three  cities  studied 
females  comprised  an  average  of  42%  of  the  population.  This 
may  be  due  both  to  male  proneness  to  certain  aihnents  and  dis- 
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abilities,  and  also  to  the  greater  exposure  of  most  men  to  hazards 
in  industry  and  daily  life. 

Over  half  the  total  group  studied  (55%)  had  "major"  dis- 
abilities, 32%  "severe,"  and  13%.  "minor."  Diseases  were  res- 
ponsible for  44%  of  the  cases  of  disability,  and  accidents  for 
41%,,  with  only  3%  attributable  to  war  injuries.  Of  these  accid- 
ents, 20)%  were  blamed  by  the  person  on  his  own  absentminded- 
ness,  and  54%  of  all  the  accidents  were  road  accidents.  About 
22%.  of  the  total  were  compensated,  though  this  compensation 
^fell  far  short  of  meeting  the  person's  needs. 

Congenital  causes  for  orthopedic  handicaps  were  common,  as 
in  other  samples.  In  the  Bombay  Random  Sample  Survey,  17.3% 
of  the  total  125  orthopedically  handicapped  cases  were  congenital 
defects,  such  as  club  foot  and  dwarfism.  Among  the  248  persons 
applying  for  government  scholarships  in  one  year,  17.7%  had 
congenital  defects.  Out  of  a  total  of  1,268  cases  admitted  to  the 
Children's  Orthopedic  Hospital  in  Bombay  in  1956,  about  9% 
were  congenital  cases,  and  similarly  out  of  1,079  cases  admitted 
to  the  Surgical  Department  of  the  Bai  Jerbai  Wadia  Hospital 
for  Children  in  Bombay  in  that  same  year,  nearly  10%  fell  into 
the  congenital  category. 

According  to  the  Polio  Research  Unit  of  the  Indian  Council 
of  Medical  Research,  Bombay,  the  incidence  of  paralytic  poho 
in  the  urban  population  is  not  more  than  one  per  10,000,  with 
a  mortality  rate  of  10%..  In  the  decade  from  1948  to  1958, 
1,330  poho  cases  were  registered  in  Bombay,  of  which  138 
were  recorded  for  1958.  But  many  cases  may  go  unrecorded  since 
in  some  cities  the  reporting  of  the  disease  is  not  mandatory. 
Unsanitary  living  conditions  and  lack  of  adequate  diagnostic 
and  treatment  services  cause  polio,  especially  among  young 
children,  to  be  a  continuing  cause  of  concern.  It  is  somewhat 
more  common  in  the  upper  socioeconomic  classes  than  in  the 
lower  ones  (52),  perhaps  because  children  from  the  advantaged 
groups  have  lower  infant  mortality  rates  and  may  not  acquire 
the  immunity  of  the  surviving  children  of  the  poor. 
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A  growing  number  of  orthopedic  handicaps  are  related  to 
industrialization  and  urbanization.  Industrial  accidents  are  in- 
creasing rapidly  as  the  number  of  industries  increases.  Although 
the  number  of  cars  is  still  relatively  small  (as  compared  with 
the  U.S.  where  its  100,000,000  trucks  and  cars  account  for  the 
highest  number  of  deaths  and  severe  orthopedic  injuries  in  the 
age  group  one  to  45  years),  safety  precautions  on  the  part  of 
pedestrians  and  drivers  have  not  kept  up  with  increasing  traffic. 

Unfortunately,  our  road  accidents  which  are  increasing 
at  an  alarming  rate  are  mainly  due  to  non-observance  ^ 
of  even  the  elementary  rules  of  the  road  by  the  drivers 
of  buses,  trucks,  taxi  cars,  private  cars,  auto-rickshaws, 
scooters,  cycle  rickshaws,  horse  carriages  and  bullock 
carts  on  the  one  hand  and  the  cyclists  and  pedestrians 
on  the  other  (111). 

Other  orthopedic  problems  are  still  more  serious  than  those 
caused  by  accidents:  chronic  infections  of  bones  and  joints  as 
in  tuberculosis,  and  acute  infections  caused  by  various  types  of 
microorganisms.  These  are  directly  related  to  conditions  of  poverty, 
illiteracy,  gross  malnutrition,  overcrowding,  and  unsanitary  liv- 
ing situations  among  the  population  as  a  whole.  Appropriate 
treatment  for  such  orthopedic  disabilities  is  difficult  to  secure 
in  view  of  the  serious  shortage  of  trained  medical  personnel 
and  the  resultant  widespread  tendency  to  consult  unqualified 
persons  for  tneatment.  Continuous  efforts  in  the  direction  of 
public  education  regarding  the  nature  and  necessary  treatment 
for  disabling  conditions  have  been  made  by  the  National  Advisory 
Council  for  the  Education  of  the  Handicapped  in  cooperation 
with  the  Central  Social  Welfare  Board,  state  governments,  and 
various  voluntary  organizations  (110). 

While  exposure  and  killing  of  crippled  mfants  was  apparently 
not  practiced  in  ancient  India,  and  giving  alms  to  the  crippled 
was  considered  to  have  religious  merit  as  in  early  Christian 
practice,  compassionate  treatment  did  not  include  treatment  of 
the  crippled  as  equals. 
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This  exclusion  of  the  crippled  from  social  and  religious 
rites  was  dictated  by  the  belief  in  karma.  It  was  believed 
that  a  person  suffered  from  crippling  condition  because 
of  his  misdeeds  either  in  the  present  or  previous  lives. 
Any  act  to  ameliorate  his  condition  was,  therefore,  re- 
garded to  be  against  the  will  of  God  (51). 

The  Golden  Age  of  the  Guptas  (320-480  A.D.)  was  considered 
unique  in  its  treatment  of  the  handicapped  because  in  this  period 
workshops  were  established  for  the  vocational  rehabilitation  of 
the  physically  and  socially  handicapped.  Other  sporadic  instances 
of  favorable  treatment  are  also  found  in  Indian  history.  Both 
Buddhism  and  Jainism  emphasized  compassionate  regard  for 
the  handicapped,  and  the  Muslim  rulers  in  medieval  India 
provided  food,  shelter,  and  clothing  for  their  handicapped  sub- 
jects (51). 

Organizations  and  services  for  the  orthopedically  handicapped 
have  appeared  in  the  following  sequence: 

1943 :  T.  K.  Polio  Clinic  and  Physiotherapy  Institute,  Ahmeda- 
bad.* 

1947:  Society  for  the  Rehabilitation  of  Crippled  Children, 
Bombay. 

Society  for  the  Welfare  of  Cripples,  West  Bengal. 
Fellowship  for  the  Physically  Handicapped,  Bombay. 
Occupational  Therapy  Institute,  New  Delhi;  in  1960 
renamed  the  Institute  of  Physical  Medicine  and  Reha- 
bilitation. 

1956:  Society  for  the  Welfare  of  the  Physically  Plandicapped, 
Poona. 

1956:  Occupational  Therapy  Home  for  Children,  New  Delhi; 
established  by  a  father  who  sought  aid  for  his  crip- 
pled son. 

1958:  Nagpur  Association  for  the  Rehabilitation  of  Cliild- 
ren  with  Orthopaedic  Disabilities,  Nagpur. 


1952 
1955 
1955 


♦This  clinic  has  to  date  treated  more  than  4,600  persons  and 
provided  consultative  services  for  over  9,000  (75). 
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1958:    Cripples'  Association,  Ahmedabad;  established  by  a 

group  of  handicapped  persons. 
1959:    Society  for  the  Education  of  the  Crippled  (Child  and 

Adult),  Bombay. 
1960:    First  school  for  crippled  children  (with  cerebral  palsy), 

Bombay. 

The  Central  Social  Welfare  Board  acts  as  the  coordinating  agency 
for  integrating  the  services  of  such  voluntary  groups,  and  provid- 
ing grants  for  their  programs  (51). 

Another  milestone  was  the  1950  South  East  Asia  Conference 
on  Rehabilitation  of  Handicapped  Children  held  at  Jamshedpur 
under  the  joint  auspices  of  the  Government  of  India,  the  United 
Nations,  and  specialized  agencies.  A  direct  outcome  of  this 
conference  was  the  decision  to  establish  a  rehabilitation  and 
training  center  for  India  in  the  King  Edward  VII  Memorial 
Hospital  in  Bombay,  where  between  1950  and  1954  an  Occupa- 
tional Therapy  Training  Centre  and  Physical  Therapy  School 
were  started  with  the  aid  of  the  United  Nations,  ILO,  WHO, 
UNICEF,  the  World  Veterans  Federation,  and  the  International 
Society  for  Rehabilitation  of  the  Disabled.  The  center  in  the 
hospital  became  in  August  1955  a  demonstration  and  training 
center  to  provide  services  for  the  entire  country  and  to  serve 
as  a  model  for  later  rehabilitation  programs,  chiefly  for  the 
orthopedically  handicapped.  It  is  now  known  as  the  All-India 
Institute  for  Physical  Medicine  and  Rehabilitation  (AIIPMR). 
More  recently  it  has  added  a  Prosthetics  Centre  with  the  colla- 
boration of  the  Society  for  the  Rehabilitation  of  Crippled  Child- 
ren (448).  Thus  the  center  has  grown  from  a  small  pilot  project 
to  a  multi-faceted  service  that  includes  giving  assistance  to 
other  civilian  hospitals  in  establishing  rehabilitation  programs 
(17). 

In  1950  there  were  80  institutions  for  the  blind  and  the  deaf 
but  only  three  for  the  crippled.  By  1963  there  were  100  institutions 
for  the  blind  and  57  for  the  deaf  but  only  22  for  the  crippled 
in  spite  of  the  fact  that  they  constitute  a  much  larger  propor- 
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tion  of  the  population  than  do  the  blind  and  deaf  (52).  By 
1967  there  were  about  15  institutions,  primarily  custodial  in 
nature,  for  the  adult  orthopedically  handicapped,  and  25  institu- 
tions for  crippled  children  with  a  total  enrollment  of  about 
1,000  (185).  These  services  still  fall  far  short  of  meeting  the 
need.  For  example,  an  estimated  total  of  14,000  orthopedically 
handicapped  persons  in  the  city  of  Ahmedabad,  Gujarat,  have 
only  two  voluntary  institutions  to  serve  them  (75). 

As  in  other  countries,  impetus  for  the  care  and  training  of 
the  orthopedically  handicapped  came  from  provisions  made 
for  wounded  war  veterans.  In  1945,  seven  Services  Convalescent 
Rehabihtation  Centres  (S.C.R.C.'s)  were  established,  to  provide 
for  a  total  of  5,500  trainees,  with  specially  trained  rehabilitation 
officers  stationed  at  these  centers.  These  officers  interviewed 
the  disabled  ex-servicemen  to  determine  their  physical  and  mental 
condition,  assess  their  residual  capacities,  and  record  detailed 
information  concerning  them  as  a  basis  for  referral  to  the 
Department  of  Labour  Training  Centres.  Other  specialized  cen- 
ters serving  disabled  veterans  included  St.  Dunstan's  Hostel 
for  the  War-Blinded,  the  Disabled  Soldiers  Home  run  by  the 
Indian  Red  Cross,  four  Department  of  Labour  training  schools 
for  the  disabled,  the  Deaf  and  Dumb  School,  and  the  Queen 
Mary's  Technical  School  for  Disabled  Indian  Soldiers  at  Poona 
(17). 

In  World  War  II,  injuries  to  the  extremities  constituted  60% 
of  all  the  battle-incurred  wounds.  A  similarly  high  proportion 
of  limb  injuries  has  been  found  in  more  recent  service-incurred 
disabilities.  A  study  was  made  of  the  rehabilitation  potential  of 
76  "jawans"  (servicemen)  with  injuries  to  their  extremities  in- 
curred during  the  Indo-Pakistan  conflict  between  September 
6  and  23,  1965,  who  had  been  referred  to  the  Occupational  The- 
rapy Department  at  the  military  hospital  in  Kirkee  (Poona)  All 
were  males,  most  of  them  under  40  years  of  age.  Most  injuries 
were  shell  wounds  or  gunshot  wounds,  equally  divided  in  terms 
of  right  or  left  side  location,  with  only  6%  bilateral  in  type.  Frac- 
tures of  the  long  bones  of  the  extremities  accounted  for  two-thirds 
of  the  physical  injuries-399^c.  arms  and  27%  legs,  the  remainder 
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representing  amputations.  All  men  were  considered  to  have  some 
rehabilitation  potential,  with  63^0  estimated  to  have  a  potential 
between  80%  and  100%.  and  the  remainder  between  50%  and 
80%  (389). 

Rehabilitation  centers  are  now  being  combined  with  hospitals, 
as  illustrated  by  the  Rani  Chandramani  Devi  Children's  Hos- 
pital at  Visakhapatnam  in  Andhra  Pradesh,  which  has  a  rehabiht- 
ation  center  for  handicapped  children  *  The  late  Rani  donated 
her  palace  and  100,000  rupees  to  establish  a  hospital  patterned 
after  the  Children's  Orthopaedic  Hospital  in  Bombay.  The  hos- 
pital was  started  in  the  renovated  building  in  1965,  and  received 
gifts  of  various  items  of  needed  equipment.  Finally  the  state  gove- 
rnment took  over  the  project  m  January  1967.  Although  a  few 
mentally  retarded  youngsters  were  admitted  at  first,  the  center 
provides  primarily  for  polio  and  cerebral  palsy  cases.  The  30  beds 
for  in-patients  are  organized  as  a  hospital  school  where  treatment 
is  combined  with  training  in  the  activities  of  daily  living,  remedial 
exercises,  regular  education,  and  pre-vocational  craft  instruction. 
Besides  the  Director  who  is  an  orthopedic  surgeon,  two  medical 
officers  with  specialities  in  physical  therapy  and  pediatrics  resp- 
ectively, and  two  medical  consultants  in  orthopedics  and  pediat- 
rics, there  are  four  teachers  and  a  craft  instructor.  Children  five 
to  15  years  of  age  are  admitted  either  as  day  patients  or  as  in-pati- 
ents, the  aim  being  to  return  them  to  normal  schools  and  life  in 
the  normal  community  wherever  possible.  Of  342  cases  treated 
to  date,  162  were  polio  victims,  84  cerebral  palsy,  and  40  men- 
tally retarded  (367). 

The  chief  programs  for  the  education  and  training  of  crippled 
children  in  India  today  include  (1)  bedside  teaching  in  hospitals; 
(2)  school  units  in  hospitals;  (3)  special  residential  schools  for 
crippled  children;  (4)  special  day  schools  for  crippled  children; 
and  (5)  facilities  for  including  crippled  children  in  regular  day 
schools  (118).   

♦  The  shortage  of  professianal  personnel  which  affects  both  the  quality 
and  quantity  of  rehabilitation  services  is  described  in  the  section  on 
Medical  Services.  As  one  example,  the  state  of  Gujarat  still  has  no 
training  center  for  physical  therapists  and  occupational  thenapi&ts,  even 
though  it  ranks  close  to  the  State  of  Maharashtra  in  many  of  its  provi- 
sions for  the  handicapped. 
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The  Bai  Jerbai  Wadia  Hospital,  Parel,  Bombay,  was  the  first 
hospital  in  India  to  provide  a  school  for  bedridden  children. 
This  was  started  in  1949  by  the  Tata  School  of  Social  Sciences 
under  the  municipal  auspices  of  what  was  then  called  the  Gov- 
ernment of  Bombay.  Trained  teachers  conduct  classes  for  children 
in  two  wards  of  20  beds  each,  one  for  those  with  tuberculosis  of 
the  bones  and  joints,  and  the  other  for  those  with  bone  deform- 
ities. Teaching  is  adapted  to  the  individual  needs  of  the  child, 
and  includes  educational,  craft,  and  recreational  activities.  Instruc- 
tion is  given  in  Marathi,  Hindi,  and  English,  though  the  teachers 
know  other  dialects  as  well  and  use  them  when  necessary. 

The  Children's  Orthopaedic  Hospital,  Mahalaxmi,  Bombay,  is 
the  only  one  where  a  regular,  officially  sponsored  school  unit  is 
available  to  child  patients.  Although  the  hospital  itself  is  operated 
by  the  Society  for  the  Rehabilitation  of  Crippled  Children,  the 
school  unit  is  directly  under  the  authority  of  the  Education 
Department  of  the  Bombay  Municipality.  A  separate  room  is 
provided  for  this  instruction,  and  insofar  as  possible  the  regular 
elementary-school  curriculum  is  followed.*  Physical  therapy,  occu- 
pational therapy,  and  speech  therapy  services  continue  concur- 
rently. A  separate  wing  for  the  instruction  and  rehabilitation  of 
cerebral  palsied  children  is  now  attached  to  the  hospital. 

At  the  Medical  College  Hospital,  Nagpur,  an  association  for 
crippled  children  (NARCAOOD)  provided  the  services  of  a  teacher 
for  all  the  children  in  the  hospital,  in  cooperation  with  the 
occupational  therapy  department.  In  several  other  hospitals,  how- 
ever, the  occupational  therapist  is  called  upon  to  assume  the 
role  of  teacher  as  well.  It  is  not  considered  necessary  to  have 
specially  trained  teachers  for  these  youngsters  since  they  do 
not  present  special  educational  problems;  their  basic  difficulty 
is  usually  one  of  locomotion. 

The  Ishwari  Prasad  Dattatreya  Orthopaedic  Centre  in  Madras 
provides  a  combination  of  educational  and  medical  services  for 
children  with  neuromuscular  disabihties.  Founded  in  1950  by 
Mr.  and  Mrs.  Rao  as  a  memorial  to  their  cerebral  palsied  son 
who  died  at  the  age  of  14,  it  is  named  in  his  honor  and 

*  More  recently  their  own  well  qualified,  specially  trained  staff  havP 
taken  over  and  the  MunicipaUty  is  giving  a  ^bsidy. 
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supported  by  his  parents,  who  continue  to  devote  all  their 
time  to  the  center.  The  Ministry  of  Education  contributed  part 
of  the  cost  of  constructing  the  building  and  the  attached  hostel 
for  72  children,  and  funds  for  patient  maintenance  (about  1,500 
rupees  per  child  per  year)  are  donated  by  various  individuals 
and  charitable  organizations.  CARE  donated  the  dining  room 
furniture,  and  the  Lions  Club  as  its  project  for  1965-66  con- 
tributed a  hydrotherapy  unit. 

A  psychiatrist  — an  M.D.  with  psychological  training  —  tests 
the  children  to  determine  their  mental  ability;  he  is  occasionally 
helped  by  psychologists  from  the  Department  of  Psychology  in  the 
University  of  Madras.  Both  boys  and  girls,  five  to  15  years  of 
age,  and  of  normal  intelligence  (chiefly  polio  and  cerebral  palsy 
cases)  are  accepted  (189).  The  school  has  four  teachers  for  the 
Montessori  class  and  an  elementary-school  program  comprising 
Qasses  I  to  VIII,  in  which  Tamil  and  English,  and  Telugu  and 
English,  are  taught.  The  children  receive  either  bedside  or  class- 
room instruction  depending  on  their  physical  condition.  Class- 
liooms  ate  being  moved  from  the  main  administration  building 
to  a  separate  school  unit.  In  a  public  demonstration  of  Indian 
weaving  and  other  handicrafts,  the  center  has  won  prizes  in  the 
past  two  years. 

Minor  surgery  is  performed  at  the  center,  but  for  major  surgery 
the  children  are  sent  to  the  Madras  Orthopaedic  Hospital. 
Dr.  M.  Natarajan,  a  surgeon  at  this  hospital,  serves  as  a  con- 
sultant. There  is  a  large  physical  therapy  section  in  the  center, 
and  the  means  for  an  occupational  therapy  unit.  Parents  work 
with  the  physical  therapists  to  learn  the  purpose  of  the  various 
forms  of  treatment.  (There  is  some  volunteer  help,  but  it  is 
limited  because  the  idea  of  such  voluntary  service  is  new  to  Indian 
women,  and  only  those  from  well-to-do  homes  have  the  time  for 
such  service.)  Up  to  March,  1966,  130  children  had  also  received 
treatment  as  out-patients,  with  24  now  receiving  such  treatment; 
these  are  chiefly  smaller  children  whose  parents  are  taught  how 
to  treat  them  at  home.  Transportation  is  provided  for  this  day 
treatment.  Facilities  are  steadily  being  expanded;  for  example, 
in  December  1967  a  new  out-patient  wing  was  opened,  and  the 
foundation  stone  laid  for  a  "Caliper  Workshop"  (315).  The 
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center  is  said  to  be  one  of  the  only  two  institutions  of  this  kind 
in  India,  the  other  being  located  in  Punjab  200  miles  from  Delhi. 

The  Institute  for  Physical  Medicine  and  R'ehabiUtation  in  New 
Delhi  started  a  school  in  1955  incidentally  as  a  part  of  the 
Occupational  Therapy  Institute,  with  four  children.  It  now 
provides  for  200  boys  and  girls,  both  day  and  residential,  whose 
age  at  admission  is  one  to  16  years.  Both  mentally  retarded  and 
orthopedically  handicapped  youngsters  are  accepted,  since  the 
Director  of  the  InstiUite  believes  that  there  are  mutual  advantages 
for  these  groups  in  sharing  both  educational  and  vocational 
activities.  Chiefly  post-poho  and  cerebral  palsied  cases  are  now 
accepted.  The  child  may  be  referred  by  a  hospital,  a  medical 
practitioner,  an  institution,  or  parents.  According  to  the  descrip- 
tive brochure  of  the  Institute,  services  include  assessment  of 
mental  and  physical  capacities  for  both  educational  and  vocational 
purposes;  physical  therapy  and  occupational  therapy;  training 
m  the  activities  of  daily  Uving,  craft  activities,  and  pre-vocational 
and  vocational  activities;  regular  school  education;  assessment  of 
finger  and  hand  dexterity  for  particular  industrial  jobs;  training  in 
music  and  gardening;  and  recreational  activities  to  improve  ^he 
personality  and  social  adjustment  (361).  The  children  are  taken 
up  into  the  mountains  each  summer  for  a  month's  camp  experi- 
ence. A  Hospital  Volunteers  Society  composed  of  the  wives  of 
professional  men  gives  assistance  in  the  school.  Fees  are  gradu- 
ated according  to  the  income  level  of  the  parents. 

The  only  home  for  orthopedically  handicapped  children  in 
the  state  of  Gujarat  was  started  at  Baroda  in  1960  by  the  state 
Department  of  Social  Welfare,  and  admits  children  five  or  six 
years  old  who  are  committed  by  Juvenile  Courts;  30  of  the 
43  pupils  are  residential  (75). 

Children  with  orthopedic  handicaps  often  attend  regular 
schools,  though  no  figures  are  available  as  to  the  number  of 
children  or  the  nature  of  the  disabilities.  To  encourage  integration 
a  clinic  was  established  in  a  school  for  1,700  children  in  a  poor 
district  in  Bombay  where  they  can  get  help  such  as  an  ortho- 
pedic shoe  or  a  brace.  There  are  plans  to  make  the  same  kind 
of  service  available  in  another  school  of  2,000  pupils  along 
with  preventive  work  and  attention  to  slow  learners.  Thi/ should 
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mean  that  more  handicapped  children  can  attend  school  and 
continue  to  live  at  home.  The  general  policy  of  making  minor 
adaptations  in  local  schools  to  enable  them  to  accept  children 
with  minor  orthopedic  handicaps  is  considered  preferable  to 
the  use  of  the  limited  funds  available  to  establish  expensive 
residential  centers  for  a  few  severely  handicapped  children 
(187).  The  existing  homes  and  institutions  for  crippled  children 
try  to  rehabihtate  the  youngsters  to  the  point  where  they  can 
attend  a  regular  school. 

In  the  different  colleges  in  Bombay  in  1959  there  were  about 
50  orthopedically  handicapped  students,  of  whom  only  four  or 
five  were  in  medical  or  engineering  colleges.  As  a  result  of  a 
suggestion  from  the  central  Ministry  of  Education,  the  Inter- 
University  Board  has  asked  all  universities  to  permit  suitably  pre- 
pared handicapped  students  to  appear  as  private  candidates  for 
non-technical  examinations  and  to  provide  them  with  some  special 
facihties  (52). 

Like  blind  and  deaf  youngsters,  the  orthopedically  handicapped 
can  seek  scholarships  for  continuing  their  education.  In  Mahar- 
ashtra State  121  were  awarded  in  1961-62  (out  of  157  applica- 
tions) and  307  in  1965-66  (out  of  630  applications).  AppUca- 
tions  are  increasing  more  rapidly  than  the  supply  of  such 
scholarships. 

Special  railway  concessions  facilitate  the  use  of  such  educa- 
tional opportunities.  In  1965  it  was  announced  that  the  Railway 
Board  has  agreed  to  give  special  concessions  to  orthopedically 
handicapped  youngsters  when  travelHng  on  educational  tours  (22). 
The  Fellowship  for  the  Physically  Disabled  was  able  to  persuade 
the  Railway  Board  that  same  year  to  waive  charges  for  wheel- 
chairs used  by  disabled  passengers  if  these  appliances  were 
collapsible  and  could  be  carried  in  the  compartment  (21).* 

*  The  special  mobility  problem  of  the  orthopedically  handicapped  per- 
son were  described  in  the  June  1967  hmio  of  Fellowship,  concerning 
travel  by  tricycle  or  bus  or  train  or  car,  movement  during  the  rainy 
season,  and  indoor  activities.  Suggestions  were  given  concerning  n^ded 
improvements  in  apparatus  and  prostheses  (369).  It  has  been  suggested 
that  a  voluntary  organization  such  as  the  Rotary  Qub  or  Lions  Club 
encourage  the  designing  of  a  type  of  wheelchair  with  a  wide  price 
range,  Ind  with  the  cost  of  the  wheelchair  subsidized  m  needy  cases 
from  a  special  fund  for  this  purpose  (103). 
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Since  relatively  few  crippled  youngsters  are  able  to  obtain 
anything  beyond  a  basic  education,  institutions  making  provision 
for  them  are  faced  with  the  problem  of  appropriate  vocational 
training  which  will  enable  them  to  earn  a  living.  There  is  increas- 
ing evidence  of  the  lack  of  suitable  vocational  training  and  place- 
ment services  for  the  orthopedically  handicapped.  Of  the  500 
orthopedically  handicapped  persons  in  the  study  conducted  about 
ten  years  ago,  40%  were  found  to  be  unemployed,  most  having 
lost  their  former  employment  because  of  the  disability  even 
though  in  some  of  the  cases  they  would  still  have  been  able  to 
perform  the  job  satisfactorily.  Nearly  half  of  those  in  regular 
employment  were  in  sedentary  occupations  such  as  those  of 
clerks,  teachers,  merchants,  journalists,  insurance  agents,  and 
astrologers.  Earning  capacity  was  closely  related  to  education. 
Only  a  third  of  the  employed  were  content  with  their  present 
work. 

Vocational  rehabihtation  of  orthopedically  handicapped  adults 
is  especially  difficult  in  the  case  of  physically  handicapped  begg- 
ars whose  self -attitudes  often  are  a  more  serious  obstacle  to  such 
rehabilitation  than  the  handicap  itself. 

It  is  rather  paradoxical  that  the  same  people  who  are 
disinclined  to  pay  the  crippled  worker  for  work,  readily 
become  liberal  in  showering  coins  into  the  bowl  of  the 
crippled  beggar  for  no  work  at  all  except  the  exposition 
of  his  disability.  No  wonder  that  after  he  settles  down 
in  this  rather  affluent  undertaking,  the  crippled  beggar 
flatly  refuses  to  take  up  any  job.  During  the  initial 
period,  when  his  sense  of  self-respect  is  not  totally 
blunted  he  can  be  easily  weaned  away  from  begging.  But 
once  he  sinks  to  the  level  of  demoralization,  it  becomes 
very  difficult  to  dissuade  him  from  his  abominable  pro- 
fession (52).* 

The  first  sheltered  workshop  for  the  orthopedically  handi- 
capped in  India  was  started  in  Bombay  in  1957  by  the  Fellowship 

*  P^^^-u  pilot  projects  for  the  rehabilitation  of  beggars 

are  described  m  the  section  on  Training  and  Employment  Services^. 
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of  the  Physically  Handicapped,  using  the  Goodwill  Industries 
of  America  as  a  model.  Tools,  machinery,  and  other  equipment 
were  donated  by  the  public.  Starting  with  paper  bags  and  gauze 
masks,  the  workshop  moved  on  to  include  carpentry,  printing 
and  bookbinding,  box  and  file  making,  toy  making,  album  mak- 
ing, umbrella  making,  box  and  carton  making,  handloom  weav- 
ing, plastic  welding,  hard  plastic  moulding,  painting  of  birds, 
assembly  work  with  safety  pins,  making  radio  components, 
and  making  components  for  electronic  computers  (20,  51). 
Work  is  obtained  either  through  direct  orders  or  on  a  sub-contract 
basis.  Maximum  employment  in  the  1965-66  period  was  137. 
All  appHcants  for  work  are  screened  beforehand  at  the  Municipal 
T.B.  ainic.  The  chief  source  of  income  is  from  the  sale  of 
manufactured  items,  though  the  state  government  provides  a 
subsidy  of  30  rupees  per  person  or  two-thirds  of  the  operating 
expenses,  whichever  is  less.  The  remainder  of  the  costs  is 
borne  by  the  Fellowship  (21).  The  Fellowship  has  recently 
n;egotiated  a  three-year  pilot  project  for  the  training  of  the 
handicapped  for  employment  in  the  metal  industries  with  SRS 
help. 

Other  sheltered  workshops  have  since  been  estabUshed  by 
state-aided  voluntary  societies.  Vocational  rehabilitation  centers 
specifically  for  miners  have  been  established  by  the  Ministry 
of  Labour  at  Dhanbad  and  Asansol  (52). 

Queen  Mary's  Technical  School  at  Poona  has  trained  many 
disabled  as  well  as  ablebodied  ex-servicemen  in  trades  such  as 
tailoring,  weaving,  driving,  automobile  repair,  dyeing,  printing, 
and  electrical  engineering.  Courses  range  from  eight  to  18  months 
in  length,  and  follow  syllabi  established  by  the  Department  of 
Technical  Education  of  Maharashtra  State,  which  also  gives 
the  examinations  and  awards  diplomas.  All  expenses  are  paid, 
including  medical  care,  rail  fare  to  and  from  their  homes,  and 
a  small  stipend  for  incidental  expenses.  It  is  hoped  that  training 
can  be  provided  for  their  dependents  as  well.  The  motto  of  this 
institution,  inscribed  on  the  front  of  the  school,  is  "Though 
hurt,  I  grow"  (121). 
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The  Institute  of  Physical  Medicine  and  Rehabilitation  in 
New  Delhi  provides  some  sheltered  employment.  Initially  call- 
ed the  Occupational  Therapy  Institute,  it  was  later  reorganized 
and  expanded,  and  in  1960  was  given  its  present  name  in  order 
to  indicate  a  more  comprehensive  program.  In  1961  a  shelter- 
ed workshop  for  adults  was  attached,  and  in  1964  the  Ministry 
of  Health  recognized  its  program  for  training  in  physio-occupa- 
tional therapy,  which  started  with  eight  students  in  the  physical 
therapy  course  and  eight  in  the  occupational  therapy  course. 
In  actual  practice  this  was  a  combined  program  of  training,  which 
the  government  required  to  be  reorganized  as  completely  sepa- 
rate programs  in  1967.  The  sheltered  workshop  now  accommo- 
dates 180  persons,  including  some  mentally  retarded  who  stay 
a  year  or  two  for  vocational  training.  The  workshop  is  a 
training  center  rather  than  a  production  center.  The  policy  is 
to  have  the  mentally  retarded  and  the  physically  handicapped 
mingle  in  both  school  and  work  situations.  Apparently  the  idea 
is  that  "the  physically  handicapped  provide  the  brains  and  the 
mentally  handicapped  provide  the  muscles."  This  may  not 
further  the  aim  of  maximum  realization  of  potential  for  each 
group. 

The  greatest  variety  and  the  largest  number  of  provisions 
for  the  orthopedically  handicapped  are  found  in  the  state  of 
Maharashtra  (370): 

Institutions  for  crippled  children.  The  state  government  has 
three  homes  for  crippled  children,  at  Nagpur,  Miraj-SangU  and 
at  Aurangabad,  vAih  a  capacity  of  25  residential  pupils  each,  plus 
some  day  pupils  for  whom  a  school  bus  is  provided-  Primary 
and  pre-vocational  instruction  are  provided,  with  an  excellent 
pro'gnam  and  trained  personnel.  The  Home  for  Crippled 
Children  in  Nagpur  was  opened  in  1960  by  the  Directorate  of 
Social  Welfare  with  a  staff  consisting  of  a  superintendent,  occu- 
pational therapist,  craft  teacher,  school  teacher,  and  some  assis- 
tants. Since  a  physical  therapist  was  not  available,  prescribed 
exercises  were  carried  out  by  the  occupational  therapist.  An 
advisory  Board  considers  admissions  and  gives  advice  concern- 
ing the  general  operation  of  the  home.  Services  include  treat- 
ment, pre-vocational  craft  training,  and  formal  education  to 


228  SERVICES   lOR  THE   HANDICAPPED  IN  INDIA 


enable  them  to  return  to  their  regular  school  when  possible. 
Since  1960  similar  homes  have  been  opened  by  the  Directorate 
at  Aurangabad  and  Sangli  (333). 

The  Society  for  the  Welfare  of  the  Physically  Handicapped, 
Poena.  This  institution,  supported  by  both  voluntary  and  gov- 
ernment funds,  has  50  residential  children  —  crippled  boys, 
many  of  them  orphans,  who  are  committed  by  the  Juvenile 
Court  and  who  are  provided  with  food,  clothing,  medical  treat- 
ment, education,  and  vocational  training.  As  many  as  possible 
attend  the  local  municipal  school  (333). 

School  for  crippled  children  at  Aney,  Taluka  Junnar,  Poona. 
This  is  a  voluntary  project. 

St.  Crispin's  Home,  Poona.   This  home  admits  crippled  orphans. 

Hospital  School,  Bai  Jerbai  Wadia  Hospital,  Bombay.  This 
school  was  organized  by  the  Tata  Institute  of  Social  Sciences. 

Day  School,  Society  for  the  Education  of  Crippled  Children, 
Bombay.  Both  voluntary  and  government  funds  support  this 
project.  The  Society  itself  was  founded  in  Bombay  in  1958  and 
registered  in  1959.  In  1960  the  S.E.C.  Day  School  for  Crippled 
Children  began  its  operations..  In  1965  the  Bombay  Municipal 
Corporation  agreed  to  provide  rent-free  premises  and  all  the 
normal  and  specialized  equipment  for  this  school.  Various 
voluntary  organizations  and  individuals  sponsored  a  total  of  15 
of  the  38  children  (five  to  17  years  of  age)  enrolled  that  year, 
and  19  out  of  39  the  following  year.  The  number  of  children 
served  rose  from  13  in  1960  to  40  in  January  1967.  The  school 
accepts  physically  handicapped  children  who  cannot  attend  regu- 
lar schools.  School  hours  are  from  10  to  4,  five  days  a  week, 
and  bus  service  is  provided.  Only  children  with  normal  intelli- 
gence are  accepted.  Formal  education,  on  pre-primary,  primary, 
and  secondary  levels,  is  given  in  Gujarati  and  Marathi,  with 
English  and  Hindi  taught  as  subjects.  Music  and  handicrafts 
form  a  part  of  the  curriculum,  and  some  extracurricular  activities 
are  provided,  such  as  Friday  evening  programs  of  recreation 
when  groups  of  Girl  Guides  spend  about  an  hour  with  the 
children  and  play  games  with  them.    Excursions  and  picnics  are 
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arranged,  and  holiday  camps  are  available  for  vacation  periods 
for  disabled  children  from  Bombay  and  other  parts  of  the  state. 
By  early  1967  the  Society  for  the  Education  of  the  Crippled 
(Child  and  Adult)  had  conducted  three  such  camps,  two  at 
Pachmari  and  one  at  Hyderabad.  The  school  charges  five 
rupees  for  tuition,  v^hich  helps  very  little  with  operation  costs 
but  which  serves  to  give  parents  the  feeling  that  they  are  res- 
ponsible for  their  child  (426)- 

Fellowship  of  the  Physically  Handicapped,  Bombay.  This  orga- 
nization was  started  in  1955  under  the  leadership  of  Mrs.  Fathema 
[small,  who  is  still  President.  Its  workshop,  which  moved  to  new 
quarters  in  1963,  gives  employment  to  both  men  and  women. 
The  membership  of  the  Fellowship  in  1965  totaled  260  persons, 
of  whom  144  were  handicapped.  The  quarterly  Fellowship  is 
pubhshed  in  issues  of  500  copies.  Four  similar  groups  are 
modelled  after  the  Fellowship  (20): 

Apang  Manav  Mandal,  Ahmedabad* 

The    Associaltion    of    the    Physically  Handicapped, 
Bangalore 

Indian   Association  for   the   Physically  Handicapped, 
Delhi** 

Welfare  Association  for  the  Physically  Handicapped, 
Calcutta 

Government  Sheltered  Workshop,  Nagpur.  This  workshop  has 
both  training  and  production  divisions.  Training  is  given  60 
persons  yearly  in  armature  winding,  leather  work,  sheetmetal 
work,  tailoring,  carpentry,  and  book-binding. 

The  Society  for  the  Welfare  of  the  Physically  Handicapped, 
Wanowrie,  Poona.  This  group  is  also  organizing  a  sheltered 
workshop. 

The  Nagpur  Association  for  Rehabilitation  of  Children  and  Adults 
with  Orthopaedic  and  Other  Disabilities  (known  as  NARCAOOD). 

iQ^-'^'il  organization  was  formed  by  the  handi^pped  themselves  in 
.  .  •  "^^^  workshop  for  the  orthopedically  handicapped  in  the 

state  of  (jTUiarat  was  started  by  this  group  in  1960  with  two  trainees 
though  they  now  have  a  total  of  40  crippled  workers  (75) 
**  Now  closed. 
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This  was  a  1958  joint  project  of  the  local  Rotary  Club  and  the 
Medical  Association  to  give  counsel  on  the  problems  of  the  handi- 
capped. Recently  they  have  expanded  their  vocational  assistance 
and  research  programs  with  SRS  help.  In  1959  NARCAOOD  start- 
ed a  day  school  for  cerebral  palsied  children  at  Nagpur,  with  a  four- 
hour  session  in  general  education,  remedial  exercises,  and  train- 
ing in  the  activities  of  daily  living.  This  school  was  discontinued 
the  next  year,  however,  when  the  state  government  started  a 
crippled  children's  home.  Unfortunately  this  home,  partly  foi 
lack  of  funds,  has  since  been  discontinued.  A  section  of 
the  Nagpur  Home  for  the  Aged  and  Handicapped  now  gives 
some  basic  education  and  treatment  to  a  few  severely  handi- 
capped children  (333). 

The  organization  and  administration  of  services  for  the 
handicapped  in  other  states  is  usually  similar  to  that  found  in 
Maharashtra  State.  Most  states  have  a  state  council  for  work 
with  the  handicapped  similar  to  the  National  Council  of  the 
central  government.  For  example,  the  state  government  in 
Madras  has  formed  an  interdepartmental  Committee  for  Rehabi- 
litation of  the  Handicapped  with  the  Minister  of  Health  as 
chairman,  and  with  representatives  from  medical,  educational, 
industrial,  and  employment  fields.  This  committee  proposes 
programs  of  coordinated  action  to  be  taken  by  the  various  depart- 
ments of  the  government  in  the  field  of  rehabilitation  (294). 

Many  suggestions  have  been  offered  for  making  services  foi 
the  orthopedically  handicapped  in  India  more  adequate  (333): 

1.  Increase  in  aid  to  crippled  persons  in  rural  areas. 

2.  Prevention  of  accidents  through  public  education. 

3.  More  assistance  to  the  severely  handicapped  by  removal 
of  architectural  barriers  in  schools  and  other  public  build- 
ings. 

4.  Provision  of  simple  and  inexpensive  aids  and  equipment  for 
crippled  children  attending  regular  schools. 

5.  Tutoring  service  for  these  children  to  enable  them  to  handle 
the  regular  curriculum- 
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6.  Training  and  orientation  of  regular  teachers  regarding  the 
special  needs  of  orthopedically  handicapped  children  in 
their  classes. 

7.  More  adequate  pre-vocational  and  vocational  training. 

BURNS 

Burns  cases  are  common  in  Indian  hospitals  because  people 
still  live  in  dark  huts  and  small  rooms  with  improper  ventilation 
and  with  kerosene  lamps  for  light.  In  such  homes,  in  a  small,  dark, 
and  probably  congested  room  used  as  the  kitchen,  one  finds  the 
"sigri"  or  stove  burning  on  the  floor  and  the  cooking  supplies 
such^as  salt,  sugar,  ghee  (butter  fat),  etc.  kept  on  a  shelf  above 
this  "sigri"  or  scattered  around  the  stove.  Thus  when  a  woman 
reaches  for  a  jar  of  salt  or  some  other  cooking  item  while  pre- 
paring food,  her  sari  brushes  against  the  fire  and  in  many  cases 
catches  on  fire.  A  study  was  made  of  an  18  year-old  girl  who 
after  being  burned  was  first  treated  at  home  with  herbs  and  local 
medicines.  The  wounds  healed  with  marked  thick  scar  contrac- 
tures of  chin,  axilla,  elbows,  and  fingers  which  in  spite  of 
massage  and  other  treatment  could  not  disappear,  and  which 
also  crippled  her  in  the  use  of  her  limbs  as  well  as  in  her 
physical  appearance.  After  15  weeks  of  medical  and  thera- 
peutic treatment  in  a  hospital  she  returned  home  and  resumed 
her  normal  life,  even  taking  the  final  school  examinations  (she 
had  been  m  the  last  year  of  high  school  when  the  accident 
occurred).  Home  exercise  and  treatment  were  continued,  with 
some  additional  operations  (344). 

Although  reconstructive  surgery  for  deformities  resulting  from 
leprosy  and  burns  is  performed  at  the  Christian  Medical  Center 
Hospital  in  Vellore,  the  Sir  J.  J.  Group  of  Hospitals  in 
Bombay,  Chmgleput  and  other  places,  the  emphasis  is  primarily 
on  medical  rehabihtation  rather  than  on  an  integrated  prognam 
of  social  and  economic  rehabihtation.  One  doctor  from  the 
Plastic  Surgery  Unit  of  the  Sir  J.  J.  Group  of  Hospitals  was  given 
an  SRS  grant  for  a  three-year  study  of  beggars  and  non-beggars 
to  assess  the  long-term  effects  of  surgical  treatment  for  leprosy 
and  bums.    Because  of  inadequate  medical  care,  the  mortality 
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rate  is  very  high,  and  the  hospital  stay  of  survivors  is  prolonged 
by  secondary  infection  and  lack  of  early  and  extensive  skin  graft- 
ing. Many  of  these  patients  after  months  of  treatment  in  the 
general  wards  of  a  hospital  develop  gross  contractures  which 
requine  still  further  reconstructive  surgery.  It  is  believed  that 
intensive  education  that  cooking  should  be  done  above  the  floor 
Idvel  would  be  helpful,  as  there  is  clear  statistical  demonstration 
of  the  relation  of  this  factor  to  burns  (25). 

Some  evidence  of  this  casual  relationship  was  provided  by 
a  survey  concerning  the  problems  imposed  by  burns.  This 
investigation  was  carried  out  in  Greater  Bombay  with  the  aid 
of  SRS  grants  by  the  Tata  Department  of  Plastic  Surgery  at  the 
Sir  J.  J.  Group  of  Hospitals,  using  a  full-time  medical  social 
worker  for  this  purpose.  It  was  found  that  93%  of  the  burns 
were  accidental  and  only  7%  suicidal  or  homicidal.  Over  half 
(55%)  of  the  patients  were  women,  and  74%  of  the  burns 
occurred  not  in  factories  or  workshops  but  in  the  home.  Here 
again  the  burns  resulted  primarily  from  the  fact  that  saris  or 
flowing  garments  caught  fire  from  incorrectly  used  pressure  stoves 
or  wick  lamps.  Tlie  faulty  ignition  of  a  pressure  stove  was 
often  the  starting  point  of  the  catastrophe.  Tiny  tots  were 
injufed  by  spilled  hot  liquids  as  they  explored  the  kitchen,  where 
cooking  is  generally  conducted  at  floor  level.  Industrial  acci- 
dents resulted  largely  from  steam.  Of  all  the  accidents  investi- 
gated, 16%  of  the  victims  died,  and  when  over  40%  of  the 
body  surface  was  involved,  mortality  was  80%.  to  90%.  Survivors 
experienced  great  pain  and  discomfort  followed  by  deformities 
and  facial  disfigurement  (427). 

In  another  study,  95%  of  the  burns  cases  were  found  to  result 
from  accidents,  4%  from  suicide  attempts,  and  1%  from  homi 
cide.  Most  occurred  at  home  (70%)  and  29%  in  industry.  In 
domestic  burns,  29.5%  resulted  from  a  pressure  stove,  6.75% 
from  oil  lamps,  and  26%  from  hot  liquids.  In  industry,  impor- 
tant agents  were  sulphuric  acid  (6%)  and  hot  steam  (10%)  (92). 

Medical  experts  emphasize  that  immediate  treatment  for  a 
burns  patient  is  essential,  and  that  to  this  end  there  should  be  a 
central  treatment  institute  for  burns  in  every  city  to  which  burns 
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victims  could  be  rushed  at  once.  In  addition,  they  point  out 
that  much  attention  needs  to  be  given  to  the  psychological  re- 
adjustment of  the  victim  and  his  family  and  friends  as  well  as 
to  the  medical  aspects  of  the  treatment  (427). 

Current  research  projects  related  to  burns  patients  subsidized 
by  Social  and  Rehabilitation  Service  of  the  U.S.  Department  of 
Health,  Education,  and  Welfare  include  the  following  (241): 

Tata  Department  of  Plastic  Surgery,  J.  J.  Group  of 
Hospitals,  Bombay-  To  develop  methods  for  rehabi- 
litation of  burns  patients  and  patients  deformed  by 
leprosy. 

Kasturba  Medical  College,  Manipal.  To  establish  a 
center  for  research  on  the  management  and  rehabilita- 
tion of  persons  disabled  from  burns. 

Wanless  Hospital,  Miraj  Medical  Center,  Miraj.  To 
develop  and  evaluate  methods  for  the  rehabilitation 
of  severely  burned  patients  under  the  conditions 
existmg  in  developing  countries. 

Tata  Department  of  Plastic  Surgery,  J.  J.  Group  of 
Hospitals,  Bombay.  To  investigate  methods  for  the 
management  and  rehabilitation  of  burns  patients, 
including  studies  of  the  effects  of  climate  condition- 
ing. 

Christian  Medical  College  and  Hospital,  Ludhiana.  To 
study  the  treatment  and  rehabilitation  of  burns  trauma 
in  a  varying  tropical  environment. 

TUBERCULOSIS 

Both  tuberculosis  of  the  bones  and  joints  and  respiratory 
tuberculosis  are  still  rampant  in  India.  But  as  with  other  handi- 
capping conditions,  estimates  of  the  number  of  persons  affected 
by  tuberculosis  vary  greatly.  A  ministry  of  Education  official 
in  1967  gave  an  estimate  of  700,000  tubercular  persons  in  India 
(185).  The  Tuberculosis  Association  of  India  also  cites  this 
estimate,  indicating  that  half  of  these  cases  are  infectious.  On 
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the  other  hand,  a  1963  publication  estimated  that  2,500,00{) 
persons  in  India  had  tuberculosis,  and  that  about  500,000  died 
of  this  disease  each  year,  the  incidence  being  related  to  unsani- 
tary and  over-crowded  living  conditions  as  well  as  malnutri- 
tion (51). 

An  even  larger  estimate  resulted  from  a  National  Sample 
Survey  conducted  during  1955  and  1958  which  covered  about 
300,000  people  in  six  large  cities,  30  towns,  and  151  villages 
situated  in  six  different  zones  in  India.  The  survey  was  carried 
out  with  mass  miniature  radiography  and  with  bacteriological 
examination  of  sputum  for  selected  groups  The  following  were 
the  principal  findings :  ( 1 66) : 

1.  The  prevalence  rate  of  active  and  probably  active  tuber- 
culosis varied  between  1.3%  and  2.5%,  and  the  bacterio- 
logically  positive  cases  ranged  from  0.2%  to  0.8%  of  the 
population. 

2.  The  prevalence  rate  was  about  the  same  for  rural  and  urban 
areas. 

3.  The  pijevalence  rate  in  general  showed  a  continuous  rise 
with  age, 

4.  Most  of  the  cases  discovered  showed  a  moderately  advanced 
stage  of  the  disease. 

It  was  estimated  that  between  9,000,000  and  10,000,000*  adults 
were  suffering  from  radiologically  active  tuberculosis.  Subse- 
quent surveys  have  shown  a  decline  in  the  mortality  rate  though 
not  in  the  extent  of  the  disease. 

Tuberculosis  became  widespread  in  South  Asia  at  the  begin- 
ning of  the  present  century,  and  by  1950  accounted  for  from  15% 
to  20%  of  the  deaths  in  large  Indian  cities.  A  B.C.G.  vaccination 
program  was  initiated  in  India  in  1948,  and  by  the  end  of  1960, 

*  "According  to  a  DecenDber  1968  report  of  the  Government  of  India, 
TB  is  now  the  killer  no.  1  in  India.  About  1^5%  of  the  population 
has  the  disease  (X-ray  cases)  (Prevalence  rate).  There  are  about  7-8 
millioii  TB  Patients  in  India  of  which  nearly  2  million  are  infectious.^' 
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167,000,000  persons  had  been  tuberculin-tested  and  57,000,000 
vaccinated  by  about  170*  teams  working  in  the  different  states 
(281).  The  first  center  for  rehabilitation  of  the  handicapped  in 
Madras  State  was  the  one  established  in  1953  for  recovered  tuber- 
culosis patients  in  Tambaram  (295). 

Tuberculosis  began  to  decline  in  western  countries  long  be- 
fore the  tubercle  bacillus  was  discovered,  because  of  the  rise  in 
the  standard  of  living  following  the  Industrial  Revolution,  but 
in  India  any  appreciable  rise  in  the  standard  of  living  is  likely  to 
be  very  slow,  and  therefore  control  of  tuberculosis  must  depend 
primarily  upon  discovering  the  sources  of  infection  and  giving 
treatment.  Since  there  are  no  dramatic  symptoms  in  the  early 
stages  of  the  disease,  many  cases  go  undetected  until  the  disease 
becomes  firmly  entrenched.  In  Delhi  there  are  an  estimated  40,000 
to  50,000  cases,  about  10,000  of  whom  are  likely  to  be  infectious 
and  the  remainder  non-infectious  but  potentially  so.  Not  more 
than  half  of  the  infectious  cases  and  not  more  than  a  third  of  the 
non-infectious  are  hkely  to  be  known.  To  discover  them  all  a 
mass  X-Ray  program  and  sputum  examination  would  be  neces- 
sary, but  community  resources  are  not  adequate  for  such  a  pro- 
gram. BCG  vaccination  needs  to  be  made  widely  available  for 
uninfected  persons.  Close  cooperation  between  voluntary  and 
govertiment  agencies  will  be  essential,  for  as  in  many  countries 
voluntary  groups  often  publicize  a  need  and  demonstrate  the  feasi- 
bility of  meeting  this  need  in  particular  ways.  In  Delhi  small  vol- 
untary C^re  and  After-Care  Committees  were  set  up  nearly  20 
years  ago  to  collect  money  and  provide  services  for  the  poor 
in  their  particular  districts,  even  providing  free  drugs  to  needy 
patients  until  the  government  took  over  this  function  in  1962. 
Other  services  in  addition  to  free  drugs  that  the  voluntary  groups 
have  provided  have  been:  food  or  monetary  assistance  if  the 
breadwinner  in  the  family  is  a  tuberculosis  patient  and  cannot 
work;  transportation  to  and  from  the  clinic;  educational  expenses 
for  the  patient's  children;  and  clothing  for  the  family.  The 
three  Care  Committees  attached  to  the  New  Delhi  Tuberculosis 
Centre  are  credited  with  a  pioneer  venture  in  screening  a  popu- 
lation of  nearly  150,000  to  discover  unknown  early  cases  of 
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luberculosis  to  make  possible  early  treatment  and  elimination 
of  this  potential  risk  to  the  community  (339). 

Although  there  are  numerous  out-patient  clinics  throughout 
the  country,  the  actual  number  of  hospital  beds  for  them  in 
hospitals  and  sanitoria  is  only  35,000  (186).  There  are  no  voca- 
tional rehabilitation  services  for  those  permanently  disabled  by 
the  disease,  except  in  a  very  few  locations  like  the  center  esta- 
blished at  Tambaram  in  1953  for  rehabilitating  recovered  tuber- 
culosis patients,  which  was  the  first  center  for  any  kind  of  re- 
habilitation of  the  handicapped  in  Madras  State  (295).  Only 
three  or  four  sanitoria  provide  some  kind  of  occupational 
therapy. 

In  Gileater  Bombay  the  Municipal  Corporation  is  primarily 
rfesponsible  for  medical  relief  and  public  health  measures,  in- 
cluding anti-T.B.  measures  for  a  population  of  about  5,000,000. 
The  municipal  tuberculosis  services  include  1,290  beds  for  pul- 
monary T.B.  patients  providing  for  all  kinds  of  tests,  and  medical 
and  surgical  treatment;  four  well  equipped  T.B.  clinics  providing 
diagnostic  services,  ambulatory  treatment,  contact  examinations, 
and  health  visiting;  BCG  vaccination  of  the  newborn,  and  even- 
tual establishment  of  three  integrated  T.B.  Service  Centres.  BCG 
vaccination  was  introduced  in  1949,  and  there  are  now  213 
BCG  vaccination  teams  working  in  the  country. 

The  Tuberculosis  Association  of  India  was  a  pioneer  national 
voluntary  organization  estabhshed  in  1939  to  undertake  anti- 
tuberculosis activities  at  a  time  when  there  were  no  government 
plans  of  this  kind.  In  cooperation  with  other  public  and  private 
health  agencies  it  carries  out  a  program  of  health  education  in 
tuberculosis  control,  organizes  annual  conferences  of  tuberculosis 
workers  and  administrators,  gives  an  annual  training  course  for 
Health  Visitors,  publishes  the  quarterly  Indian  Journul  of  Tuber- 
culosis. The  Association  encouraged  the  formation  of  twenty 
state  associations,  and  started  a  tuberculosis  seal  campaign  in 
1950. 

Plans  are  being  made  for  a  national  T.B.  control  program 
centered    in    districts.    There    are    336    districts    in  India, 
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and  each  is  to  have  a  hospital,  a  tuberculosis  center,  about  20 
public  health  centers,  and  a  team  of  trained  personnel  compris- 
ing a  District  Tuberculosis  Officer,  two  to  four  Health  Visitors, 
two  laboratory  technicians,  an  X-ray  technician,  a  BCG  team 
leader,  and  preferably  a  statistical  clerk  for  the  district  tuber- 
culosis center.  This  center  will  undertake  to  discover  and 
treat  cases,  give  free  drugs  to  all  patients,  and  organize  the 
distribution  of  drugs  and  checking  on  patients  in  their  homes 
to  be  sure  they  take  then-  drugs  regularly  during  the  year.  The 
central  government  v/ill  provide  up  to  75%  of  the  cost  of  the 
center  building  and  50%  of  the  operating  costs.  UNICEF  will 
also  furnish  some  equipment  and  supplies. 

Since  the  number  of  deaths  resulting  from  tuberculosis  was 
estimated  in  1967  as  between  412,000  and  515,000,  it  therefore 
ranks  as  the  second  major  cause  of  death  in  India,  after  diseases 
of  the  intestines,  diarrheas,  and  dysentery.  It  is  further  estimated 
that  in  a  given  year  a  total  of  2^  billion  man-hours  are  lost 
because  of  the  disease  (166). 

The  1961  report  of  the  Indian  Health  Survey  and  Planning 
Committee  indicated  that  in  spite  of  a  large-scale  campaign 
against  tuberculosis,  this  disease  would  probably  continue  to  be 
the  most  serious  single  disease  problem  in  India  for  some  time  to 
come  (281). 


Chapter  9 


THE  LEPROSY-AFFECTED 

Leprosy,  almost  non-existent  in  western  countries,  remains  a 
critical  problem  in  most  African  and  Asian  countries.  The  esti- 
mates of  the  number  of  persons  affected  by  this  disease  vary 
considerably,  ranging  from  10,000,000  to  20,000,000  people  in 
the  world  as  a  whole  (168,  372,  386,  404),  with  one-fifth  to  one- 
half  of  these  in  India  (93,  373,  404).  About  80%  are  found  in 
Africa  and  Asia  (386).  Indian  government  estimates  of  the 
number  in  India  also  vary,  as  indicated  by  a  1965  Ministry  of 
Health  figure  of  2,500,000  leprosy  victims  (194)  and  a  1967 
Ministry  of  Education  estimate  of  between  500,000  and  2,000,000 
(185).  The  real  incidence,  when  based  on  pilot  surveys,  exceeds 
these  estimates  (62).  The  numbers  reported  continue  to  increase, 
though  this  may  reflect  more  accurate  reporting  rather  than  an 
actual  increase,  with  better  fact-finding  procedures  and  greater 
willingness  on  the  part  of  leprosy  victims  to  come  forward  to 
claim  the  help  they  hear  can  be  obtained  (88a). 

In  India  few  efforts  were  made  till  recent  years  to  determine 
the  number  of  persons  suffering  from  leprosy.  One  early  study 
revealed  a  total  of  4,150  leprosy  patients  in  a  community  of  300 
villages  and  200,000  people  (428).  Extrapolations  from  these 
data  would  give  a  total  of  nearly  11,000,000  in  the  country  as  a 
whole.  A  recent  estimate  with  a  range  from  2,000,000  to  2,500,000 
was  based  on  a  survey  made  between  1951,  when  the  National 
Leprosy  Control  Programme  was  established,  and  1963.  Inci- 
dence was  determined  among  53,300,000  persons  out  of  an  esti- 
mated 300,000,000  living  in  the  endemic  areas,  and  was  found 
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to  total  550,000,  or  a  little  more  than  one  per  thousand  in  this 
group.  (403).  Of  the  estimated  cases,  only  about  10%  receive 
any  medical  attention,  and  only  a  little  over  1%  are  isolated  in 
hospitals  or  centers  even  though  approximately  20%  are  consi- 
dered to  be  in  a  highly  infectious  condition  (281). 

No  one  knows  the  origins  of  leprosy,  variously  attributed  to 
ancient  Egypt  and  to  ancient  India  (187). 

It  has  been  said  that  leprosy  is  as  old  as  the  world 
itself.  Egyptian  accounts  teU  of  a  disease  resembling 
leprosy  as  early  as  4600  B.C.  (480). 

Egyptian  papyri  of  1350  B.C.  describe  leprosy  as  a  disease  among 
the  negro  slaves  of  the  Sudan  (170).  In  India  for  more  than 
3,000  years  there  have  been  stories,  true  or  mythological,  about 
leprosy,  and  among  them  is  the  story  of  Rama's  Queen  Mother 
who  left  her  throne  and  her  home  to  care  for  persons  suffering 
from  advanced  states  of  the  disease  (187).  The  Vedas  in  India 
referred  in  1400  B.C.  to  a  disease  similar  to  leprosy,  as  did  a 
Chinese  script  with  the  probable  date  of  600  B.C.* 

The  earliest  organized  effort  to  control  leprosy  was  a  colony 
established  by  Christian  missionaries  in  C^alcutta  in  the  early 
nineteen  hundreds  (93).  In  the  latter  part  of  that  century.  Father 
Damien  and  other  missionaries  made  public  the  deplorable  con- 
ditions in  which  persons  with  leprosy  lived  (428).  A  society  call- 
ed the  Mission  to  Lepers  (later  renamed  the  American  Leprosy 
Mission)  was  founded,  and  opened  its  first  colony  in  Chamba 


♦  The  term  "leprosy'*  was  first  used  as  a  translation  of  the  Hebrew 
word  "zaraath"  from  the  Old  Testament,  a  Levitican  word  implying  not 
only  a  disease  but  also  an  affliction  placed  upon  man  by  God  because 
of  his  sins  (384).  Actually  the  term  leprosy  used  in  translating  Biblical 
accounts  referred  in  most  cases  to  other  skin  conditions  having  no  con- 
nection with  this  disease.  The  error  may  have  stemmed  not  from  tran- 
slation itself  but  from  original  misdiagnoses  arising  from  a  fear  of 
leprosy  that  led  to  the  interpretation  of  any  severe  skin  disease  as 
evidence  of  leprosy  (386).  The  word  leprosy  itself  is  derived  from  a 
Greek  word  "lepros"  meaning  "scaly."  But  the  first  good  clinical  des- 
cription of  leprosy  did  not  appear  till  1874,  when  the  Norwegian  physi- 
cian Dr.  Armauer  Hansen  isolated  the  rod-shaped  bacillus  "mycobac- 
terium  leprae"  (384). 
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in  the  Punjab  in  1875.  Such  work  was  given  impetus  by  the 

government  itself  after  the  formation  of  the  Indian  Branch  of 
the  British  Empire  Rehef  Association  in  1924.  Since  that  time, 
pioneer  workers  in  the  field  of  medical  treatment  for  leprosy  have 
included  Indian  physicians  such  as  Dr.  Dharmendra,  Dr.  R.  V. 
Wardtekar,  Dr.  Khoosru,  and  Dr.  R.  P.  Kapur  and  The  Organis- 
ing Secretary  of  the  Indian  Leprosy  Society,  (H.K-N.S.)  Prof. 
(Hon.)  T.  N.  Jagdisan  (93). 

Gandhi's  concern  for  those  with  leprosy  was  both  compas- 
sionate and  scientific,  and  dated  from  experiences  in  South 
Africa  in  the  late  1890's.  He  sent  a  special  message  to  the  All- 
India  Leprosy  Workers'  Conference  held  at  Wardha  in  October 
1947,  only  two  months  after  India  had  achieved  independence. 
The  leprosy  patient  was  for  him  not  only  a  "case"  but  a  "cause" 
(194).  The  importance  of  Gandhi's  efforts  has  been  recognized 
in  the  naming  of  the  Gandhi  Memorial  Leprosy  Foundation,  and 
in  celebrating  World  Leprosy  Day  in  India  on  his  Martyr  Day 
each  January. 

The  practice  of  providing  separate  "colonies'*  for  those  with 
leprosy  persisted  until  about  20  years  ago  when  sulfone  treat- 
ment was  introduced.  Up  until  that  time  lay  missionaries  and 
non-professional  social  workers  were  more  interested  in  vv^orking 
with  leprosy  patients  than  were  medical  persons.  The  names  of 
the  residential  institutions  —  "colonies"  or  "sanitaria"  or  "asy- 
lums" or  "homes"— did  not  clearly  indicate  the  nature  of  their 
services.  It  has  been  suggested  that  more  precise  specification  of 
the  kind  of  services  provided  would  be  afforded  by  adopting  the 
following  classification  and  nomenclature: 

Leprosy  hospital:  an  institution  for  acutely  ill  or  com- 
plicated cases  requiring  close  medical  supervision, 
intensive  therapy,  and  re-constructive  surgery. 

Leprosarium  or  leprosy  sanatorium:  an  institution 
meant  for  segregation  of  infectious  cases,  though  pre- 
sent policy  indicates  isolation  within  the  home  rather 
than  in  a  separate  establishment. 
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Leprosy  infirmary:  an  institution  caring  for  severely 
crippled  leprosy  patients. 

Leprosy  asylum:  an  institution  providing  free  room, 
board,  and  clothing  for  leprosy  patients  who  are  able 
to  work  but  who  have  been  forced  to  leave  their 
homes  and  have  no  place  to  go;  if  they  do  work, 
they  may  or  may  not  be  paid. 

Leprosy  in-patient  institution :  one  which  functions  partly 
as  asylum  and  partly  as  sanatorium,  infirmary,  or 
hospital,  where  patients  with  a  variety  of  needs  are 
grouped  together;  many  present-day  institutions  fit 
into  this  category. 

The  first  four  categories  indicate  a  decreasing  extent  of  medical 
care  and  a  decreasing  length  of  stay  in  the  institution  concern- 
ed. There  are  also  the  non-institutional  "leprosy  villages'*  and 
'ieprosy  settlements'*  which  do  not  parallel  the  above  types.  In 
addition  there  are  a  few  colonies,  especially  some  island-colonies, 
which  do  not  fit  into  any  of  the  suggested  categories  and  which 
present  some  special  problems.  While  in-patient  in  nature,  these 
colonies  have  no  regular  institutional  discipline;  couples  Uve  to- 
gether, children  are  born  there  who  spend  their  lives  in  the 
colony,  and  healthy  persons  come  to  stay  with  relatives.  They 
sell  products  to  the  government,  which  is  at  the  same  time  pay- 
ing their  living  expenses,  and  the  total  cost  to  society  is  greater 
than  a  similar  group  on  the  mainland.  Another  type  of  problem 
colony  is  the  "free  colony"  consisting  of  beggars  and  runaways 
who  live  together  in  a  closely  knit  group  depending  on  unde- 
sirable means  of  livelihood  such  as  begging  and  theft. 

Patients  in  colonies  are  particularly  in  need  of  rehabilitation 
because  their  relatives  have  severed  ties  with  them  and  they 
are  almost  destitute.  The  colony  is  considered  no  answer  even 
to  the  problem  of  possible  infection  of  others;  in  the  first  place, 
institutional  care  of  this  kind  is  not  always  available,  and  it  fails 
to  isolate  the  patient  in  the  early  critical  period  of  infection  since 
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most  infectious  cases  remain  unrecognizable  for  two  or  three 
years  (473). 

An  early  attempt  to  get  exact  information  about  the  number 
of  patients  and  the  problems  they  faced  was  made  in  a  study  in 
Chingleput  Taluk  in  Madras  State.  Data  were  obtained  concern- 
ing the  incapacity  suffered  in  economic  life,  the  attitudes  of 
leprosy  patients  toward  rehabilitation,  and  the  feasibility  of  vari- 
ous rehabilitation  measures.  The  villages  included  were  a  re- 
presentative sample  of  62  or  20%  of  the  300  villages  studied  in 
an  earher  survey  (428),  though  in  this  case  females,  children 
below  15  years  of  age,  and  adults  over  60  were  excluded.  A 
total  of  409  adult  males  15  to  60  years  of  age  was  included  in 
the  study,  out  of  1,166  leprosy  patients  in  these  villages  with 
62,000  people.  Agriculture  was  their  chief  occupation,  supported 
by  some  traditional  crafts  and  trades. 

Economic  disadvantage  was  experienced  by  39%  of  the  cases, 
25%  were  seriously  affected,  and  nearly  10%  were  unemployed. 
The  economic  problems  resulted  from  deformity  rather  than 
from  social  attitudes.  The  patients'  attitudes  toward  the  various 
rehabiUtation  measures  offered  were  negative  or  vague,  perhaps 
because  they  felt  secure  in  their  social  environment  in  spite  of 
economic  "worsening"  (there  was  only  one  professional  beggar 
among  them).  Thus  most  of  them  felt  they  did  not  want  voca- 
tional rehabilitation  and  did  not  need  it.  About  a  quarter  of  them 
did  feel  correction  of  deformities  would  solve  their  problems, 
and  another  quarter  were  too  badly  deformed  for  rehabilitation. 
Most  would  benefit  from  some  monetary  assistance,  and  perhaps 
did  not  need  institutional  care.  Only  four  of  the  patients  affect- 
ed in  a  serious  economic  way  were  willing  and  able  to  undertake 
a  program  of  vocational  rehabilitation. 

This  survey  was  one  of  the  first  to  emphasize  rehabilitation 
needs  in  place  of  custodial  care.  An  institution  was  founded  at 
Polambakkam  in  South  India  in  1937  to  provide  this  emphasis 
(168a). 

In  a  study  of  75  leprosy  patients  with  plantar  ulcers  under 
treatment  at  the  Christian  Medical  College  and  Hospital  in  Vel- 
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lore,  socio-economic  factors  were  found  to  affeci  both  the  inci- 
dence and  the  perpetuation  of  the  ulcers.  Of  these  75  patients, 
81%  were  ignorant  of  the  source  of  contact,  33^  were  illiterate, 
nearly  half  were  unmarried,  and  in  this  group  the  reason  in  most 
cases  was  the  deformity  itself.  Also  more  than  two-thirds  (68%) 
were  day  laborers,  unemployed,  or  mendicants.  The  ulcerous 
condition  necessitated  changes  of  occupation  among  those  pre- 
viously employed  (405). 

There  is  no  accurate  estimate  of  the  actual  number  of  beggars 
with  leprosy.  About  1,000  of  them  are  now  in  State  Beggar 
Homes  in  Maharashtra,  but  the  total  population  of  beggars  fluc- 
tuates because  of  the  influx  of  beggars  from  other  parts  of  the 
country,  especially  from  the  South.  Some  beUeve  that  beggars 
are  the  chief  means  of  spreading  leprosy  and  that  beggars  with 
leprosy  are  the  real  leprosy  problem  in  India,  but  they  probably 
constitute  more  of  a  social  than  a  medical  problem,  since  they 
usually  are  "burnt-out"  cases.  The  Prevention  of  Begging  Act 
has  so  far  neither  improved  their  lot  nor  curtailed  their  begging. 
A  separate  section  in  the  Employment  Exchange  to  aid  leprosy- 
affected  beggars  to  find  employment  has  been  recommended  (93). 

No  more  than  10%  of  the  total  leprosy  patients  become  beg- 
gars, with  an  even  lower  percentage  in  Maharashtra  State.  Of 
5,000  beggars  given  temporary  accommodations  by  its  Social 
Welfare  Department  in  1963,  about  100  were  suffering  from 
leprosy,  of  whom  only  30%  were  actually  under  treatment.  Of 
the  estimated  300,000  leprosy  cases  in  this  state,  4,000  are  in 
colonies.  80.000  are  receiving  out-patient  treatment,  a  few  thou- 
sands are  beggars,  and  the  remaining  200,000  or  more  are  still 
in  then*  homes,  probably  unidentified  and  untreated.  Colony  pati- 
ents in  particular  need  rehabilitation  since  their  families  have  cut 
off  all  contact  with  them  and  they  have  no  other  resources.  Most 
persons  receiving  out-patient  treatment  have  jobs,  but  leprosy 
patients  who  are  beggars  need  rehabilitation  (473). 

A  study  is  now  being  made  of  the  residents  in  "free  leprosy 
colonies."  which  have  tended  to  perpetuate  the  concept  of  per- 
manent separateness  of  those  with  leprosy.  There  are  at  least  36 
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such  colonies  in  Maharashtra  State,  and  possibly  hundreds  in  the 
whole  of  India,  where  communities  have  permitted  migratory 
groups  of  leprosy-affeoted  persons  to  settle  in  colonies  lacking  any 
social  controls  or  communications  with  the  normal  community. 
Such  groups  have  become  breeding  grounds  for  delinquent  and  cri- 
minal behavior,  with  begging  as  the  chief  occupation.  A  pilot  study 
of  one  free  colony  eight  miles  from  Poena  indicated  a  total  of  47 
males,  54  females,  and  8  children,  with  most  in  the  age  range  31 
to  50.  Older  persons  are  less  likely  to  be  included  since  they  have 
more  difficulty  being  self-sufficient  and  could  not  find  support 
in  a  colony  lacking  a  pattern  of  family  organization  and  respon- 
sibility for  other  members  of  the  group.  Of  the  101  persons,  all 
had  taken  to  begging  except  one,  who  earned  daily  wages  as  a 
mason.  The  average  income  was  only  30  rupees  a  month.  Nearly 
half  were  single,  widowed,  separated  or  deserted,  or  living  in  a 
common-law  relationship.  The  rate  of  illiteracy  was  higher  than 
in  the  general  population.  At  least  half  had  up  to  eight  years 
of  prior  institutional  Hfe,  and  many  had  migrated  from  other 
colonies.  Most  had  had  to  leave  their  famihes  because  of  village 
community  pressure.  Only  27  reported  having  treatment  while 
with  their  own  families  even  though  it  was  available.  Most  came 
from  a  rural,  agricultural  background,  and  most  also  had  physi- 
cal stigmata  or  physical  disabilities.  Favorable  indications  of  the 
possible  success  of  a  rehabilitation  project  within  the  setting  of 
the  colony  were:  (1)  keen  awareness,  on  the  part  of  most  per- 
sons, of  their  physical  and  medical  and  employment  needs;  (2) 
continuation  of  some  kind  of  contact  with  family  members  by 
42  of  the  101  persons;  (3)  willingness  of  81  persons  in  the  group 
to  undertake  any  kind  of  employment;  (4)  increasing  concern 
and  interest  shown  by  the  normal  community  in  their  olieht 
(378).  ^  ^ 

The  major  obstacles  to  the  satisfactory  rehabilitation  of  the 
leprosy  patient  in  India  are:  (1)  psychological  and  social;  (2) 
medical;  and  (3)  vocational. 


Negative  Attitudes 


An  important  psychological  barrier  is  that  of  attitudes— the 
attitude  of  the  patient  toward  himself,  the  attitude  toward  him 
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of  family  and  friends,  the  attitude  of  the  general  public  (402), 
and  the  attitude  of  potential  employers. 

From  first  to  last,  it  is  not  the  disease  that  the  leprosy 
patient  dreads,  but  the  attitude  of  people  towards  him 
and  the  dire  results  ot  that  attitude  on  every  aspect  of 
his  life  (404). 

Attitudes  iii  Indian  communities  apparently  vary  considerably; 
in  one  village  people  may  be  helpful  and  concerned,  whereas  in 
others  persons  with  leprosy  are  severely  ostracized  (187).  Un- 
reasoning terror  and  extreme  pity  are  still  the  most  common 
attitudes  found. 

Deep-seated  prejudices  and  fears  include  the  Hindu  belief  that 
leprosy  represents  a  "divine  curse"  rather  than  a  disease,  that 
afflictions  suffered  in  one's  present  Ufe  are  a  form  of  punishment 
for  misdeeds  in  a  previous  incarnation.  Or  leprosy  may  be  re- 
garded as  punishment  for  sexual  misdemeanors  and  other  im- 
moral acts.  There  is  also  the  Mohammedan  belief  that  leprosy  is 
imposed  by  the  will  of  Allah,  with  no  apparent  reason,  to  be 
endured  stoically,  and  the  associated  beUef  that  the  resulting 
deformities  are  to  be  welcomed  as  providing  the  faithful  with 
the  chance  to  gain  heavenly  credit  by  giving  alms.  Sometimes  it 
is  believed  that  the  eating  of  certain  foods  or  the  breaking  of  a 
taboo  may  account  for  the  leprosy  (62).  Such  beliefs  lead  to 
attitudes  of  fatalistic  acceptance  and  resignation  on  the  part  of 
the  patient  and  his  family,  and  prevent  many  from  seeking  medi- 
cal help  even  when  it  is  available  (404). 

Even  socially  prominent  families  with  a  high  income  level  may 
hide  relatives  with  leprosy  in  the  home.  The  Indian  woman  may 
note  some  early  signs  of  the  disease  but  hide  them  as  long  as 
possible  since  in  many  cases  the  husband  would  abandon  her 
outright  and  cease  to  provide  for  her  if  he  suspected  that  she 
were  infected  with  leprosy. 

Millions  of  Indians  still  think  of  leprosy  as  a  virulent,  threa- 
tening, horrifying  condition,  at  best  a  hopeless  and  highly  infec- 
tious disease  (195).  Three  persisting  false  assumptions  are  that 
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(1)  leprosy  is  very  contagious;  (2)  it  is  incurable;  and  (3)  peo- 
ple with  leprosy  are  accursed  people  (480).  These  beliefs  persist 
in  spite  of  the  fact  that  it  is  actually  a  mild  communicable  disease 
which  is  transmitted  only  through  long  intimate  contact.  Also, 
with  the  development  of  the  sulfone  drugs  in  1941,  adequate 
specific  treatment  finally  became  available  which  makes  it  pos- 
sible to  treat  leprosy  effectively  and  inexpensively  long  before 
disfigurement  and  deformity  are  Hkely  to  occur  (384). 

Social  stigmata  and  prejudice  are  more  difficult  to  cure 
than  virulent  infection.  For  thousands  of  years  the  No.  1 
disease  in  this  category  has  been  leprosy.  It  is  still  so 
today  even  though  it  is  much  less  infectious  than  tuber- 
culosis or  the  common  cold  (386). 

The  Indian  pubHc  is  also  usually  unaware  of  die  fact  that 
even  the  deformities  are  not  necessarily  a  permanent  handicap, 
since  in  recent  years  increasing  attention  has  been  devoted  to 
orthopedic  and  plastic  surgical  treatment  for  deteriorated  body 
parts.  But  the  lack  of  early  dramatic  symptoms  may  encourage 
indifference  on  the  part  of  the  patient  unless  he  has  a  more 
sophisticated  knowledge  concerning  the  disease  and  the  kind  of 
treatment  needed.  Actual  awareness  of  the  condition  may  come 
as  an  unbearable  shock,  as  shameful  knowledge  to  be  hidden 
from  family  and  friends  in  order  to  avoid  ostracism  and  re- 
jection. But  continued  misuse  of  anesthetized  hands  and  feet 
may  lead  to  the  deformities  that  disable  the  patient  and  reinforce 
the  negative  prejudices  of  others  toward  the  disease  (195). 

In  well-estabhshed  cases  of  leprosy  and  after  periods  of 
acute  exacerbation,  extensive  damage  is  done  to  the 
peripheral  nerves.  Contractures,  atrophy  of  skm  and 
muscles,  anesthesia,  and  absorption  of  the  small  bones 
of  the  hand  and  feet  are  irreversible  changes  and  are 
considered  severe  disabilities  which  frequently  handi- 
cap the  patient  (480). 

Even  unwise  treatment  with  excessive  dosages  of  D.D.S.  (dia- 
mino-diphenyl-sulfone)  have  been  known  to  hasten  nerve  damage 
and  produce  reactions  that  contribute  to  the  development  ot 
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deformities  (25).  Also  the  changes  wrought  by  corrective  sur- 
gery, however  desirable  and  necessary,  may,  when  apparent  to  the 
observer,  precipitate  prejudiced  reactions  (187). 

A  high  level  of  general  education  on  the  part  of  the  Indian 
observer  does  not  guarantee  a  more  favorable  outlook  on  lep- 
rosy: 

The  more  educated  and  sophisticated  a  person  is  the 
more  prejudiced  he  is  against  leprosy  (473). 

It  has  been  necessary  to  change  not  only  the  attitudes  of  the 
general  public,  which  has  characteristically  ostracized  the  leprosy 
patient,  but  even  the  attitudes  of  voluntary  workers  motivated 
primarily  by  pity,  compassion,  or  a  sense  of  reUgious  obUgatiou 
(378),  since  there  may  still  be  a  subtle  downgrading  of  the  pati- 
ent in  implicitly  superior  attitudes,  or  an  inability  to  regard  the 
leprosy  patient  as  a  person  capable  of  leading  a  useful  and  nor- 
mal life  when  given  the  proper  kind  of  assistance,  rather  than  re- 
maining an  object  of  charity  (88a). 

The  attitudes  of  the  medical  personnel  themselves  may 
need  alteration.  Many  physicians  are  themselves  not 
free  from  a  subconscious  fear  of  the  disease,  heightened 
perhaps  by  the  stubborn  manner  in  which  leprosy  has 
refused  to  yield  up  its  biologic  secrets  (372). 

Some  medical  persons  may  have  attitudes  of  indifference  and 
apathy  toward  leprosy,  combined  with  a  fear  that  they  might 
lose  more  lucrative  practice  if  it  became  known  that  they  treated 
leprosy  patients  (404).  Where  negative  attitudes  are  found  among 
medical  and  paramedical  personnel,  the  attitudes  may  be  due 
in  part  to  the  fact  that  few  of  them  have  had  any  training  or 
modern  information  concerning  leprosy  control  and  leprosy  reha- 
bilitation (190). 

The  terminology  used  in  referring  to  the  patient  or  to  the  disease 
may  be  indicative  of  negative  attitudes.  For  example,  in  Hindi 
the  common  word  for  leprosy  is  "maharog'*  which  means  "the 
great  disease,"  whereas  medically  the  disease  is  known  variously 
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as  leprosy,  Hansen's  disease,  or  mycobacterial  neurodermatosis 
(372).  Though  the  neutral  term  "Hansen's  disease"  is  generally 
recommended,  the  term  leprosy  continues  to  be  used  because 
of  its  greater  familiarity.  The  patient  himself  is  increasingly  refer- 
red to,  not  as  a  leper,  but  as  a  person  with  leprosy,  a  leprosy- 
affected  person,  a  leprosy  victim,  or  a  leprosy  patient. 

Programs  of  health  education  are  being  directed  against  mis- 
information, ignorance,  and  prejudiced  attitudes.  The  Gandhi 
Memorial  Leprosy  Foundation  has  conducted  special  courses  for 
physicians  and  training  courses  in  health  education,  with  four 
classes  a  year.  The  first  course  for  eight  students,  lasting  two 
months,  was  completed  in  1968.  The  students  were  paramedical 
workers  with  training  and  at  least  five  years  of  experience  in 
leprosy  work.  The  central  government  plans  to  organize  some 
Urban  Leprosy  Centres  to  provide  programs  of  health  education, 
with  a  curriculum  that  will  include  theoretical  instruction,  field 
work,  and  instruction  in  English.  No  tuition  fees  will  be  charged 
for  these  courses  (137). 

Medical  Problems 

Although  there  are  over  200  leprosy  institutions  in  India  with 
facilities  for  about  2,000  patients,  few  of  them  are  doing  what 
could  be  called  real  rehabilitation  work  in  either  a  medical  or  a 
vocational  sense  (473).  Institutional  treatment  for  all  cases  is 
neither  feasible  nor  desirable,  however,  since  it  would  mean 
segregated  treatment  for  most  of  the  patient's  life. 

The  public  health  services  program  now  emphasizes:  (1)  early 
detection  and  treatment  of  leprosy  to  prevent  the  deterioration 
and  deformities  formerly  accepted  as  an  inevitable  accompaniment 
of  leprosy;  and  (2)  rehabilitation  and  eventual  return  of  institu- 
tionalized patients  to  society,  instead  of  permanent  separation  and 
isolation  of  those  aflaicted.  It  is  expected  that  the  need  for  institu- 
tional care  will  diminish,  since  many  present-day  experts  believe 
that  the  most  reasonable  and  economical  method  of  looking  after 
the  unemployable  leprosy  patient  is  to  encourage  relatives  to  care 
for  him,  with  a  subsidy  if  necessary.  It  is  recommended  that  those 
now  in  colonies  be  encouraged  to  return  home  when  possible. 
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and  that  no  new  crippled  cases  be  admitted  to  colonies  in  the 
future.  At  the  same  time,  colonies  for  short-term  treatment  are 
still  needed,  as  well  as  a  kind  of  accommodation  lor  patients 
who  are  able  and  willing  to  work  but  who  are  not  being  absorbed 
into  the  community;  for  them  a  kind  of  settlement  may  be 
established  where  they  can  live  and  work  for  their  maintenance 
(473).  Preventive  facilities  for  children  are  to  be  included  in 
general  Child  Care  Homes  when  home  treatment  is  not  available 
(93). 

One  Indian  study  has  shown  that  the  age  of  onset  of  leprosy 
has  two  peaks,  one  at  age  nine  and  one  at  age  23  (168b).  Special 
health  and  cleanliness  precautions  should  therefore  be  taken  at 
these  ages.  Leprosy  is  unusual  in  children  under  three  years  of 
age  for  it  is  rarely  congenital,  and  a  child  separated  early  from  a 
contagious  mother  seldom  develops  the  disease.  But  cases  of 
infection  in  children  frequently  are  overlooked,  and  the  actual 
source  of  infection  may  not  be  certain  even  when  infection  is 
detected  in  the  child,  because  of  the  long  latent  or  incubation 
period,  the  slow,  painless  onset  of  the  disease  when  affected 
patches  of  skin  often  go  unnoticed,  and  the  unpredictable  pattern 
of  infection  among  exposed  persons  (62).  Discovery  of  such 
cases  is  now  occurring  through  the  examination  of  school  children. 
For  example,  the  Muttathur  Leprosy  Centre  conducted  a  survey 
of  30  schools  in  the  South  Arcot  district  of  the  state  of  Madras, 
attended  by  a  total  of  3,656  children  6  to  12  years  of  age. 
Over  400  cases  were  discovered,  an  incidence  of  11%.  Fortunately, 
there  were  no  lepromatous  leprosy  cases;  the  less  serious  tuber- 
culoid cases  are  practically  non-infectious  and  much  more  easily 
cured  than  the  other  type.  A  treatment  program  was  immediately 
organized,  with  four  workers  assigned  to  visit  the  schools  the 
first  week  of  each  month  to  distribute  medicines  and  examine 
the  children.  The  fact  that  the  affected  children  continue  in  school 
indicates  that  no  stigma  is  attached  to  them.  Such  school  attendance 
is  possible  whether  the  child  is  adopted  by  relatives,  treated  along 
with  his  parents  in  his  own  home,  or  sent  to  a  resident  institution 
for  needy  children  (104). 

The  state  of  Maharashtra,  a  leader  in  provisions  for  those 
with  leprosy,  has  20  institutions  of  which  half  are  operated 
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by  the  government.  There  is  also  the  Greater  Bombay  Leprosy 
Control  Scheme  in  which  the  efforts  of  the  state  and  municipal 
governments  and  the  Gandhi  Memorial  Leprosy  Foundation  are 
coordinated.  Probably  about  14,000  leprosy  patients  need  rehabi- 
litation services  (370): 


Place 

Total 
Number 
in  Group 

Proportion 
Needing 
Rehabilitation 

Number 
Needing 
Rehabilitation 

Colonies  (patients  in) 

4,000 

50% 

2,000 

Day-patients 

80,000 

5% 

4,000 

Beggars 

6,000* 

100% 

6,000 

Still  unknown  and  still 

in  homes 

210,000 

1% 

2,100 

Total 

300,000 

4.6% 

14,100 

The  Mayor  of  Delhi  has  pointed  out  that  though  Delhi  has 
no  special  problem  of  its  own  concerning  leprosy,  many  affected 
persons  come  in  from  other  states  to  take  advantage  of  the 
services  available.  At  present  about  600  patients  are  receiving 
treatment  in  various  institutions,  of  whom  400  are  being  treated 
in  a  local  leprosy  colony.  Training  is  given  here  in  various 
handicrafts,  and  recently  a  plastic  and  reconstructive  surgery  unit 
and  physiotherapy  were  added  (39). 

For  the  medical  treatment  of  leprosy  patients  in  India  as  a 
whole  there  are  about  173  leprosy  control  units  and  694  leprosy 
Survey,  Education,  and  Treatment  (S.E.T.)  centers.  The  staff 
members  search  out  cases,  visit  contacts  of  the  cases,  teach  early 
care,  and  give  treatment  in  the  form  of  medicine.  There  is  often 
a  paramedical  worker  who  can  put  on  plasters  for  ulcers  and 
give  some  finger  exercises  for  patients.  Since  the  S.E.T.  units 
move  about,  close  down,  and  then  start  up  again  at  various 
times,  it  is  difficult  to  give  a  definite  total  for  them.  A  Control 
Unit  is  more  or  less  like  an  S.E.T.  unit.  The  Special  Leprosy 
Officers  are  government  officers. 

The  S.E.T.  Units  were  first  established  in  Maharashtra  more 
than  ten  years  ago.  But  these  30  units  have  difficulty  in  attract- 

♦Caculated  at  the  rate  of  2%  of  300,000. 
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ing  trained  workers,  since  many  do  not  find  such  work  interesting 
or  rewarding.  Even  the  introduction  of  D.D.S.  tablets  has  had 
limited  impact  because  many  patients  gradually  discontinue  their 
use  (93). 

The  provision  of  adequate  medical  services  is  complicated  by 
the  length  of  time  needed  for  treatment.  Most  leprosy  patients 
can  be  cured  or  declared  arrested  after  two  or  three  years  of 
treatment,  With  the  aid  of  the  D.D.S.  pill;  but  some  cases  of 
leprosy  require  up  to  seven  years  of  treatment,  and  occasionally 
treatment  must  be  continued  throughout  a  person's  life  (84).  For 
the  less  serious  forms,  tuberculoid  and  indeterminate  types  of 
leprosy,  two  years  of  treatment  are  needed,  but  double  this  period 
is  necessary  for  the  lepromatous  and  intermediate  forms.  Early 
use  of  medication  results  in  a  cure  for  95%  of  the  cases.  A 
more  rapid  and  effective  drug  is  still  being  sought  (62,  240b). 

The  sulfone  drugs  used  daily  as  treatment  for  leprosy  are 
usually  administered  directly  by  the  patients  to  themselves;  a 
one-week  supply  is  all  that  is  given  at  one  time,  and  the  patient 
must  come  to  a  designated  spot  in  order  to  pick  up  the  medica- 
tion or  to  get  an  occasional  medical  check-up.*  Many  patients 
walk  miles  to  get  to  this  location.  If  the  patient  has  ulcerated 
feet  or  foot  deformities,  this  is  difficult  for  him.  Toes  and  fingers 
may  literally  be  chewed  away  by  rats,  ants,  and  cockroaches 
during  the  night  without  the  patient's  being  aware  of  what  is 
happening,  since  he  has  lost  feeling  in  his  feet  and  hands. 

Services  are  needed  to  supplement  the  medication  and  should 
be  brought  more  directly  to  the  patient.  Special  vans  sent  to 
particular  areas,  equipped  to  do  both  physical  therapy  and  occupa- 
tional therapy,  make  splints,  make  plasters  for  foot  cases,  etc. 
could  relieve  pressure  on  clinics  in  rehabilitation  centers  and 
provide  follow-up  services.  These  van  services  could  also  treat 
other  handicapping  conditions  (328). 


♦  It  was  once  thought  that  two  or  three  tablets  of  the  dapsone  drug 
were  needed  daily,  but  one  a  week  is  now  regarded  as  sufficient.  The 
small  dosage  reduces  the  likelihood  of  adverse  side  effects  (62). 
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The  use  of  dapsone  and  other  sulfone  drugs,  by  arresting  the 
course  of  the  disease,  has  encouraged  experimental  work  in 
plastic  surgery  to  develop  techniques  for  repairing  and  reconstruct- 
ing saddle  noses,  claw  hands,  dropped  feet,  and  paralyzed  eye- 
lids (62)  .  Considerable  surgery  of  this  kind  is  done  in  the  Tata 
Department  of  Plastic  Surgery  at  the  Sir  J.J.  Group  of  Hospitals 
in  Bombay,  and  at  the  Christian  Medical  College  and  Hospital  at 
Vellore.  Patients  may  also  need  secondary  treatment  for  accidental 
injuries  and  infection,  particularly  of  the  hands  and  feet,  incurred 
as  a  result  of  the  deterioration  and  anesthesia  of  the  peripheral 
nerves,  and  the  loss  of  protective  sensations  (372).  Improved 
types  of  medical  treatment  may  also  limit  the  extent  of  defor- 
mities developing  in  advanced  stages.  Now  the  importance  of 
careful  and  continuous  cleansing  of  the  leprosy  patient's  nose 
during  and  after  his  anti-leprosy  treatment  is  stressed  for  pre- 
venting nasal  deformities  (112). 

Suitable  prosthetic  apphances  alleviate  the  difficulties  imposed 
by  the  disabilities  of  leprosy  deformities.  Pioneering  work  started 
in  1949  concerning  surgical  treatment  demonstrated  that:  (1)  the 
paralyzed  hands  and  feet  and  damaged  faces  of  leprosy  patients 
can  be  surgically  corrected;  (2)  patients  with  reconstructed  hands 
and  feet  can  learn  to  use  tools  skilfully  without  injuring  them- 
selves; and  (3)  leprosy  patients  can  be  taught  a  trade  by  which 
they  can  earn  a  living  (402,  403).  The  development  of  functional 
appliances  for  leprosy  patients  has  lagged  until  recent  years, 
and  the  supply  is  still  too  limited  to  meet  the  need,  the  cost 
is  too  high,  and  the  distribution  point  is  usually  too  far  from 
the  patient's  home  (403). 

The  Christian  Medical  College  and  Hospital  in  Vellore  has  a 
new  physical  medicine  and  rehabilitation  building  located  next 
to  the  main  hospital  with  the  basement  equipped  as  an  orthotic, 
shoe,  and  prosthetic  shop.  Special  types  of  prostheses  are  necessi- 
tated by  the  Indian  custom  of  removing  shoes  when  entering 
a  house.  Dr.  Paul  Brand,  the  head  of  this  program,  developed 
special  shoes  and  prosthetic  extremities  such  as  the  so-called 
'ieprosy  shoe."  This  shoe  became  such  a  distinctive  mark  of 
the  leprosy  patient  in  South  India  that  it  became  a  stigma  to 
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the  patient,  who  often  found  that  he  could  not  get  a  job  as  long 
as  he  was  wearing  such  shoes.  As  a  result.  Dr.  Brand  started 
to  wear  the  shoes  himself,  and  the  habit  then  spread  to  other 
members  of  the  South  Indian  community,  so  that  their  use  does 
not  necessarily  stigmatize  the  wearer.  A  "rice  paddy  hmb"  with 
a  flared  lower  end  which  prevents  the  wearer  from  sinking  very 
far  into  the  mud  when  working  has  been  helpful  in  some  cases. 

Medical  treatment  for  those  with  leprosy  is  gradually  being 
integrated  with  general  medical  services.  In  1953  the  WHO 
Expert  Committee  on  Leprosy  officially  disapproved  of  compul- 
sory segregation  of  leprosy  patients,  though  this  stand  was  in 
conflict  with  the  implicit  assumptions  made  in  an  International 
Christian  Leprosy  Conference  held  that  same  year  in  Lucknow, 
India.  A  concurrent  study  carried  on  in  Brazil  later  led  to 
the  conclusion  that  segregation  procedures  were  ineffective  in 
controlling  the  prevalence  rates  for  leprosy.  Slowly  the  concept 
of  rehabilitation  without  segregation  has  gained  acceptance  in 
India. 

At  the  Christian  Medical  College  and  Hospital  in  Vellore, 
this  integrated  care  has  resulted  in  a  steady  diminishing  of  fears 
in  other  patients  associated  with  leprosy  patients.  Originally  a 
special  rehabilitation  program  was  established  for  leprosy  victims 
alone,  but  after  a  few  months  other  handicapped  persons  re- 
quested these  rehabilitation  services.  Their  incorporation  into 
the  program  helped  to  break  down  local  prejudices  and  fears 
concerning  leprosy  (386).  Now  a  hostel  for  out-of-town  leprosy 
patients  is  situated  in  the  center  of  the  community  where  they 
can  stay  while  being  prepared  for  surgery.  Neighbors  know  about 
their  condition,  and  take  an  interest  in  the  progress  of  their  medi- 
cal treatment. 

In  Vellore,  India,  the  integration  of  the  treatment  of 
leprosy  with  that  of  other  diseases  in  the  Medical  College 
and  its  outclinics  was  one  of  the  most  effective  methods 
of  changing  public  opinion  (480). 

The  estabUshment  of  a  leprosy  rehabilitation  center  here,  the 
matter-of-fact  acceptance  of  people  with  leprosy  by  medical 
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personnel  and  social  workers,  and  the  sight  of  ex-patients  at 
work,  all  provided  a  living  demonstration  of  how  leprosy  should 
be  regarded.  The  medical  center  practices  exemplify  those  re- 
commended at  the  Scientific  Meeting  on  Rehabilitation  in  Leprosy 
held  there  in  1960,  which  urged  that  leprosy  research  be  con- 
ducted as  part  of  comprehensive  medical  research  programs  (480) . 

It  has  further  been  recommended  that  all  existing  leprosaria 
in  India  could  serve  the  cause  of  rehabilitation  by  becoming 
centers  for  reconstructive  surgery  where  there  is  proper  personnel 
and  equipment,  training  centers  for  physiotherapy  technicians,  re- 
education centers  and  craft  training  centers,  and  sheltered  employ- 
ment centers  for  severely  disabled  patients  (404). 

The  greatest  rehabilitation  need  is  for  trained  personnel  rather 
than  for  buildings  or  equipment.  Leprosy-related  training  is 
needed  by:  (1)  every  leprosy  worker,  who  should  understand 
the  basic  principles  of  rehabilitation;  (2)  physiotherapists  and 
auxiliary  physiotherapists;  (3)  surgeons,  who  need  to  know  re- 
constructive techniques;  and  (4)  social  workers,  who  may  ac1 
as  placement  officers,  as  liaison  between  home  and  village,  and 
as  vocational  instructors.  For  example,  at  a  hospital  in  Champa 
a  social  worker  gets  in  touch  with  the  family  of  each  leprosy 
patient  immediately  after  his  admission,  encourages  them  to  keep 
in  close  touch  with  the  patient,  and  later  helps  in  the  period 
of  transition  from  hospital  to  home  (168a). 

Because  of  the  shortage  of  trained  physical  therapists,  many 
leprosy  treatment  centers  use  other  paramedical  workers  to  give 
simple  forms  of  treatment  and  exercise.  The  title  of  Rehabilita- 
tion Officers  which  has  been  suggested  for  these  workers  has 
met  objection  as  being  too  ambitious  and  even  dangerous  be- 
cause the  public  might  be  misled  into  considering  their  services 
equivalent  to  those  of  a  qualified  physical  therapist. 

The  contributions  of  therapists  and  social  workers  to  the  pro- 
cess  of  medical  rehabilitation  are  only  gradually  coming  to  be 
recognized.  A  Scientific  Meeting  on  Rehabilitation  in  Leprosy, 
organized  jointly  by  the  WHO,  the  Leonard  Wood  Memorial, 
and  the  International  Society  for  Rehabilitation  of  the  Disabled, 
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was  held  at  VeJIore,  South  India,  in  1960.  At  this  meeting  per- 
sonnel such  as  physical  therapists,  occupational  therapists,  and 
medical  social  workers  were  not  represented.  However,  they  did 
participate  in  subsequent  meetings  in  Madras  and  in  Delhi,  and 
this  indicated  progress  in  the  development  of  the  concept  of  a 
team  approach  of  many  specialized  workers  in  solving  the  prob- 
lems of  rehabihtating  leprosy  patients  (187). 

The  magnitude  of  the  problem  of  leprosy  in  India,  which 
makes  it  impossible  for  medical  personnel  to  assume  entire  res- 
ponsibility, has  led  to  suggestions  for  up-grading  the  ancillary 
workers.  Some  prefer  the  term  non-medical  supervisor  to  that 
of  paramedical  worker,  because  they  believe  the  latter  term  impUes 
a  function  and  level  of  competence  close  to  that  of  the  medically 
trained  person.  Such  supervisors  are  needed  in  case  detection, 
healtli  education,  and  record-keeping.  They  need  as  much  medi- 
cal information  about  leprosy  as  possible  ui  their  training  because 
in  many  of  the  S.E.T.  Units  they  must  actually  carry  on  con- 
siderable medical  treatment,  when  the  medical  officer  in  charge 
may  have  little  interest  in  this  type  of  work,  or  has  had  little 
specific  training  related  to  leprosy,  or  simply  carmot  carry  the 
caseload  alone  (452). 

Case-finding  and  treatment  must  be  incorporated  into  the 
activities  of  all  professional  personnel  doing  general  medical 
work.  Most  Indian  physicians  will  not  apply  for  the  full-time 
jobs  with  leprosy  patients  that  have  been  authorized.  This  leaves 
the  major  responsibility  to  doctors  in  general  practice,  who  if 
they  are  leprosy-conscious  can  easily  examine  a  patient  for 
patches  or  skin  changes  in  the  course  of  a  routine  examination 
made  for  other  purposes.  Also  patients  going  to  general  practi- 
tioners are  not  identified  as  leprosy  patients  as  they  would  be 
if  they  sought  treatment  at  a  leprosy  clinic.  Leprosy  patients 
may  even  remain  undetected  and  untreated  if  a  leprosy  chnic 
is  all  that  is  available.  Medical  schools  should  admit  leprosy-affected 
persons  to  their  associated  hospitals,  and  provide  refresher  courses 
on  leprosy  treatment  for  physicians.  Intensive  health  education 
is  urged  as  part  of  a  leprosy  control  program  in  a  community 
to  encourage  individuals  to  report  suspicious  symptoms  to  the 
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family  doctor.  Integration  is  a  key  word  in  the  treatment  of  those 
affected  by  leprosy  (472). 

At  the  international  leprosy  conference  at  Wardha  in  1967 
objection  was  raised  to  the  use  of  the  name  "Rehabilitation  Centre" 
for  a  place  providing  services  for  leprosy-affected  persons.  The 
term  "Settlement"  was  considered  preferable,  although  it  was 
believed  that  even  this  term  would  still  convey  an  undesirable 
impression.  Apparently  the  title  "Rehabihtation  Centre"  conjured 
up  a  picture  of  a  separate  and  isolated  treatment  centre  which 
would  further  emphasize  the  artificial  separateness  imposed  by 
prejudiced  social  attitudes.  It  was  stressed  that  there  is  stDl 
need  for  two  types  of  centers  for  leprosy  patients  such  as  a 
'•Rehabilitation  Training  Centre"  for  short-stay  patients  and  a 
"Sheltered  Workshop"  where  the  patient  works  by  the  day.  Such 
facilities  would  help  to  meet  the  need  for  in-patient  and  out- 
patient services  as  yet  unobtainable  by  patients  isolated  in  a 
colony  or  leprosarium,  a  kind  of  cultural  island  sponsored  by  a 
pubhc  or  private  agency  or  formed  without  help  or  supervision 
by  the  patients  themselves  in  the  so-called  "free  colony." 

Vocational  Problems 

Medical  rehabilitation  for  leprosy  patients  has  progressed  more 
rapidly  in  India  than  vocational  rehabilitation  (402,  403,  404). 
Vocational  rehabilitation  of  leprosy-affected  persons  involves  work 
appropriate  for  them  which  can  be  classified  in  terms  of  the 
degree  of  infectiousness  of  leprosy  in  the  individual  concerned, 
the  nature  and  extent  of  the  contact  the  patient  has  with  other 
people  in  the  job  situation,  the  nature  of  the  limitations  imposed 
by  leprosy,  and  the  patient's  ability  to  adjust  to  these  limitations. 
The  limitations  imposed  by  the  condition  of  leprosy  can  in  some 
instances  be  altered  by  special  medical  treatment,  surgery,  and 
special  safeguards  and  appliances.  Integration  into  the  world  of 
work  necessitates  also  a  clear  understanding  of  the  common 
profound  psychological,  social,  and  economic  effects  of  the  con- 
dition of  leprosy  upon  the  individual.  The  success  of  efforts  to 
return  a  leprosy  patient  to  the  normal  community  depends  in 
port  on  the  attitudes  existing  in  a  particular  community  and 
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on  the  previous  occupation  of  the  person  with  leprosy.  In  some 
instances  only  gross  disfigurement  produces  ostracism,  whereas 
in  other  instances  the  earliest  indications  such  as  an  anesthetic 
skin  patch  will  lead  to  rejection  by  family  and  community.  Stigma 
is  pronounced  in  communities  with  a  high  level  of  education  and 
sophistication.  Persons  who  have  been  engaged  in  agricultural 
pursuits  are  usually  handicapped  less  by  the  disease  than  those 
in  white-collar  jobs. 

Factors  to  be  considered  in  determining  the  rehabilitation  poten- 
tial of  a  patient  include:  attitude  toward  rehabilitation;  personal- 
ity and  habits;  social  attitudes;  desire  to  work;  desire  to  learn; 
work  habits;  ability  and  intelligence  for  learning  and  working; 
steadiness  in  work;  general  physical  fitness;  status  regarding  anes- 
thesia and  deformity  in  relation  to  particular  jobs;  and  the  patient's 
appearance  from  the  point  of  view  of  his  social  acceptability. 
Once  rehabilitation  is  undertaken,  some  additional  questions  need 
to  be  asked:  Can  the  patient  continue  his  previous  occupation? 
Does  he  need  aid  in  the  form  of  physical  therapy,  occupational 
therapy,  surgery,  medical  treatment,  and  social  services?  After 
training  will  it  be  possible  to  place  him  in  self-employment, 
assisted  home  employment,  open  employment,  or  a  sheltered 
workshop? 

If  a  new  kind  of  work  is  to  be  undertaken,  the  selection  of  a 
suitable  occupation  with  the  aim  of  making  the  leprosy  patient 
self-supporting  depends  on:  medical  suitability  of  the  occupation 
in  terms  of  the  patient's  physical  condition;  wage-giving  capacity 
of  the  occupation;  the  person's  ability  to  handle  the  occupation: 
the  employment  potential  of  the  occupation;  and  training  facilities 
for  the  occupation. 

Participants  in  a  1967  international  conference  held  in  Wardha 
maintained  that  rehabilitation  services  need  to  be  coordinated 
under  the  Government  Department  of  Social  Welfare,  headed  by 
a  well  qualified  Rehabilitation  Officer  directing  a  Placement 
Officer,  a  Marketing  Officer,  and  a  number  of  social  workers. 
Rehabilitation  Training  Centres  should  function  independently  of 
the  Rehabilitation  Officer  but  cooperating  with  him.  A  center 
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should  have  a  surgical  unit  nearby  working  with  the  Rehabihtation 
Officer  and  the  staff  of  the  center.  Separate  rural  and  urban 
Rehabilitation  Training  Centres  are  no  longer  needed,  since  indus- 
tries are  now  moving  into  rural  areas.  A  first  step  would  be  the 
expansion  and  adaptation  of  existing  appropriate  in-patient 
institutions.  No  special  legislation  concerning  persons  with  leprosy 
was  recommended  for  it  was  believed  that  such  provisions  should 
be  included  in  general  public-health  regulations  and  that  existing 
legislation  should  be  modified  which  does  not  conform  with  modern 
medical  concepts  of  the  disease. 

Rehabilitation  must  avoid  too  narrow  a  vocational  inter- 
pretation. Giving  a  patient  a  job  as  an  errand  boy  at  a 
leprosy  colony  is  not  rehabilitation.  Teaching  a  woman 
patient  to  weave  cloth  is  not  rehabilitation.  Giving  a 
man  some  improved  farm  implements  is  not  rehabilita- 
tion. Why  not?  These  may  be  a  part  of  rehabilitation 
process,  but  in  themselves  they  are  not  rehabilitation. 
The  two  should  not  be  confused.  Rehabihtation  refers  to 
the  fullest  use  of  a  person's  capacity  within  the  normal 
societal  condition  (168c). 

The  vocational  obstacles  faced  in  the  vocational  rehabihtation 
of  leprosy  patients  are  numerous: 

1 .  The  danger  of  infection  to  the  public,  which  must  be  clearly 
and  carefully  determined  to  give  reassurance  to  the  pubhc. 

2.  Public  fear  of  leprosy,  which  makes  necessary  intensive 
propaganda  to  convince  governments  and  industrial  organizations 
that  slight  or  corrected  deformities  should  not  prevent  a  patient 
from  holding  a  job.  Negative  attitudes  or  lack  of  understanding 
on  the  part  of  potential  employers  may  prevent  the  leprosy  patient 
from  demonstrating  his  capacities  (93). 

3.  Stigma  associated  with  the  deformities  of  leprosy,  such  as 
the  claw  hand  and  saddle  nose  and  trophic  ulcer  on  the  foot, 
which  underlines  the  importance  of  plastic  reconstructive  surgery. 

In  addition  to  these  obstacles  presented  by  the  social  environ- 
ment of  the  leprosy  patient  there  are  others  arising  from  limita- 
tions in  the  patient  himself. 
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1.  Physical  limitations  imposed  by  leprosy -associated  disabi- 
lities. 

2.  The  lack  of  adequate  education  and  training  for  work 
or  for  a  different  kind  of  work  from  that  formerly  performed. 

3 .  Lack  of  capital  on  the  part  of  the  leprosy-affected  person, 
which  necessitates  government  aid  for  small-scale  and  cottage 
industries. 

4.  Unfortunate  patient  attitudes  such  as  despair  and  hopeless- 
ness. It  may  be  difficult  to  get  his  cooperation,  for  he  may  be 
apathetic,  over-dependent,  rebellious,  hostile,  or  accustomed  to 
vagrancy  and  begging  (93,195,403). 

Since  loss  of  sensation  is  the  greatest  single  disability  of  a 
disease-arrested  leprosy  patient,  he  must  be  taught  special  care 
of  his  anesthetized  hands  and  feet  to  avoid  injury  while  work- 
ing. He  often  needs  special  adaptations  of  equipment,  and  re- 
training in  the  use  of  agricultural  and  carpentry  tools,  to  make  it 
possible  for  him  to  return  to  his  customary  work  while  taking 
into  account  the  dangers  and  Umitations  imposed  not  only  by 
deformity  but  by  Umb  anesthesia  itself  (478). 

The  person  with  leprosy  faces  the  dilemma  of  being  denied 
normal  employment  opportunities  because  of  disfigurement  or 
deformity,  and  yet  his  low-income  illiterate  family  —  and  this 
would  characterize  many  Indian  families  —  is  unable  to  support 
unemployed  members.  At  the  same  time,  the  residual  disabilities 
persisting  beyond  medical  treatment  often  interfere  with  his 
attempts  to  find  gainful  employment  (403).  It  is  variously  esti- 
mated that  from  20%  to  25%  of  leprosy  cases  have  primary 
deformities  of  the  face,  hands,  and  feet,  but  many  also  have  second- 
ary deformities  resulting  from  careless  use  of  anesthetized 
extremities  (404). 

A  recommended  employment  classification  of  leprosy  patients 
is  as  follows  (473): 

1.  Infectious  cases,  20%.  While  isolated  and  treated  in  his 
own  home,  the  patient  should  be  trained  in  some  suitable  craft 
or  industrial  skill  in  special  training  centers  for  this  group. 
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2.    Non-infectious  cases,  80%.  Their  degree  of  incapacitation 
can  be  classified  as  follows: 

a.  No  anesthesia  or  deformities  of  hands  and  feet.  These 
can  work  at  any  job  available  for  normal  people. 

b.  Anesthesia  of  hands  and  feet  but  only  minor  degrees 
of  deformity.  These  also  can  work  at  any  normal  jobs  in 
which  there  is  no  risk  of  further  damage  to  their  extremities, 
perhaps  with  specially  modified  tools. 

c.  Fairly  advanced  deformities  of  hands  and  feet  but  able  to 
work  with  about  50%  to  70%  efficiency.  They  can  do 
regular  work  with  the  same  precautions  as  for  the  above 
group. 

d.  Crippling  that  prevents  their  doing  any  work.  They  do 
not  need  custodial  care,  however. 

e.  Complete  cripphng  that  prevents  work  and  also  requires 
custodial  care.  In  the  last  two  groups,  some  are  in  colonies 
and  some  are  in  their  own  homes. 

Basic  to  the  vocational  problems  of  the  leprosy  patient  is  the 
limited  opportunity  for  education.  Even  the  non-infected  children 
of  parents  with  leprosy  are  still  not  permitted  to  attend  regular 
schools,  although  other  Asian  countries  like  Hong  Kong  and  vSinga- 
pore  now  integrate  in  the  public  schools  both  these  children  and 
those  in  whom  infection  has  been  arrested.  It  was  not  until  the 
passage  of  the  Delhi  Children's  Act  that  two  schools  for  non- 
infected  children  whose  parents  have  leprosy  were  established  in 
Delhi.  The  primary  provision  for  the  children  continues  to  be 
separate  institutions  or  homes,  although  some  authorities  main- 
tain that  it  is  a  step  backward  to  establish  any  more  homes  of 
this  kind,  since  it  would  do  harm  to  the  cause  of  integrating  those 
suffering  from  leprosy  into  the  normal  world.  The  experience  of 
Brazil,  which  had  provided  Preventoria  or  homes  for  about  5,000 
such  children,  was  that  they  were  stigmatized  by  such  separation 
and  became  misfits  in  the  normal  world.  These  institutions  are 
now  being  converted  there  into  general  child  care  centers.  A  grow- 
ing opposition  to  such  homes  is  developing  in  India,  where  the 
recommended  procedure  is  to  provide  D.D.S.  prophylactic  for  the 
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parents  while  permitting  the  child  to  live  with  a  relative  or  friend, 
and  where  this  is  not  feasible,  keeping  the  child  in  a  general  care 
home.  If  these  alternatives  are  not  available,  the  child  may  be 
kept  with  his  parents  while  they  themselves  are  under  treatment 
(473). 

Even  when  some  form  of  education  is  available,  patients  who 
develop  leprosy  at  an  early  age  may  lose  several  years  of  educa- 
tion while  undergoing  treatment.  Extension  of  the  age  limits  for 
entrance  into  training  or  employment  has  been  recommended  for 
these  patients  (92).  Most  of  the  leprosy  patients  who  are  evaluat- 
ed for  vocational  purposes  have  had  no  education  at  all,  and 
may  also  have  difficulty  in  getting  employment  in  regular  indus- 
try because  of  age  limits  set  by  factory  and  union  rules.  There- 
fore it  has  been  necessary  to  explore  possibilities  of  employment 
in  small-scale  industries  which  stress  production  rather  than  pre- 
cision skills,  or  tO'  explore  trades  in  which  groups  of  trained  reha- 
bilitated ir>ei'sons  can  form  their  own  cooperatives  or  start  their 
own  shops  (343). 

Employers  are  reluctant  to  hire  persons  with  arrested  leprosy 
for  various  reasons: 

1.  They  themselves  may  be  repelled  by  the  visible  deformi- 
ties. 

2.  Co-workers  may  object  to  the  presence  of  those  with  obvi- 
ous deformities. 

3.  They  may  be  concerned  about  the  accident  proneness 
caused  by  anesthetic  limbs  and  the  resultant  demands  for  com- 
pensation. 

4.  Ordinary  employment  may  be  difficult  for  the  person  with 
anesthetized  hands  or  feet. 

5.  Such  work  may  actually  be  harmful  for  the  person. 

Some  Institutions  encourage  hard  and  heavy  work  even 
for  deformed  patients  apparently  because  they  can  do  it. 
The  tragedy  of  leprosy  often  is  that  they  can  do  it  while 
they  should  not  (195). 
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The  Gandhi  Memorial  Leprosy  Foundation  in  Wardha  initiat- 
ed a  project  at  Malegaon  to  see  whether  powerloom  industry 
would  be  suitable  for  leprosy  patients  who  have  not  only  anes- 
thesia but  also  deformities  in  hands  and  feet.  Two  more  projects 
were  undertaken  to  determine  the  kinds  of  industrial  jobs  suitable 
for  those  with  leprosy.  The  Tilak  College  of  Education  of  Poona, 
which  has  a  special  vocational  section,  investigated  21  industries 
in  and  near  Poona  in  1963.  In  another  study  a  paramedical  officer 
visited  five  heavy  industries,  including  a  shipyard,  a  steel  company 
and  a  fertilizer  company,  to  examine  each  job  and  determine  which 
were  suitable  for  leprosy  patients. 


Attempts  are  sometimes  made  to  incorporate  these  exploratory 
efforts  into  existing  government  programs  to  encourage  local  in- 
dustries. The  government  of  India  has  divided  all  the  rural  areas 
of  the  country  into  developmental  units  called  "Blocks,"  and  in 
each  Block  the  development  officer  encourages  and  heJps  the  peo- 
ple to  engage  in  various  occupations  and  industries  which  make 
the  community  more  self-sufficient.  Both  consultation  and  finan- 
cial aid  are  available  (169c). 


A  vocational  rehabilitation  program  has  grown  out  of  an  early 
project  of  the  Swiss  Basel  Mission,  which  introduced  social  wel- 
fare work  for  persons  suffering  from  leprosy  in  Malabar  in  1891 
Until  1900  it  had  the  support  of  the  Calicut  municipality,  after 
which  the  Leprosy  Mission  took  over  the  work.  In  1901  this  mis- 
sion began  the  construction  of  a  Home  for  25  patients  on  the 
site  of  the  present  Leprosy  Hospital  at  Chevayur.  This  Home 
began  operations  in  1903,  and  was  one  of  the  first  such  institu- 
tions to  have  a  resident  Medical  Officer,  initially  appointed  in 
1918,  when  very  little  was  known  about  leprosy.  Additional  wards 
were  donated  by  various  individuals  as  well  as  the  Common- 
wealth Trust,  which  provided  other  services  in  addition  Now  a 
modem  sanatorium,  its  services  include  vocational  training  in 
tailormg,  knitting,  weaving,  shoe-making,  carpentry,  poultry  farm- 
mg,  silver  work,  and  agriculture.  Money  paid  the  patients  for  the 
work  they  do  accumulates  to  make  possible  on  discharge  the  pur- 
chase of  equipment  needed  for  establishing  themselves  in  a  trade 
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in  their  home  surroundings,  either  individually  or  with  pooled 
resources  in  a  cooperative. 

The  Faizabad  Leprosy  Home  established  near  Faizabad  on  the 
Allahabad  Road  in  1938  by  the  Leprosy  Mission  has  353  patients, 
including  80  women  and  102  children,  who  get  free  treatment,  in 
addition  to  40,000  out-patients  who  receive  medical  care  each 
year.  The  World  Council  of  Churches  and  the  United  Methodist 
Committee  for  Overseas  Relief  provided  50,000  rupees  for  an  irri- 
gation and  agriculture  project  that  made  a  40-acre  tract  of  land 
productive  and  the  center  self-sufficient  (198). 

An  experimental  effort  to  train  and  employ  leprosy  patients  has 
been  reported  by  an  employment  officer  at  the  Tata  Department 
of  Plastic  Surgery  in  an  SRS-supported  project  for  the  rehabili- 
tation of  patients  with  leprosy  or  with  burns  in  the  Sir  J.  J.  Group 
of  Hospitals  in  Bombay.  A  random  sample  of  1,000  leprosy 
patients  from  the  out-patients  of  Acworth  Leprosy  Hospital, 
Bombay,  and  its  clinics  in  the  city  of  Bombay  was  selected  for 
the  research  project  on  leprosy,  and  1,300  cases  admitted  to  four 
hospitals  in  Bombay  over  a  year's  period  from  May  1964  to  May 
1965  were  selected  for  the  project  on  bums.  Rehabilitation  in- 
cluded: vocational  assessment;  appropriate  surgery,  footwear  and 
adapted  tools;  training  in  the  care  of  anesthetic  limbs;  vocational 
training  either  in  technical  training  institutions  or  on  the  job  in 
the  training-cum-production  center  started  by  this  project. 

By  the  time  the  article  was  written,  six  patients  had  received  free 
training  in  technical  trades,  as  machinist,  fitter,  and  carpenter,  and 
the  training  institute  had  granted  them  a  stipend.  This  was  the 
first  time  that  ex-leprosy  patients,  some  with  deformities,  had  been 
admitted  to  a  government  training  center  to  study  among  normal 
students.  Others  were  admitted  (both  leprosy  and  burns  cases) 
to  a  training-cum-production  center  which  undertook  subcontracting 
work  from  industries,  where  they  earned  a  stipend;  this  program 
was  started  in  November,  1965.  The  amount  of  subsidy  needed 
for  its  operation  decreased  steadily.  The  center  was  to  be  shifted 
to  Badlapur,  where  it  was  proposed  that  these  crafts  be  started: 
tailoring,  embroidery,  printing,  woodworking,  manufacture  of 
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hollow  and  bifurcated  rivets,  and  manufacture  of  builders'  hard- 
ware. Assistance  was  given  in  finding  open  employment  there- 
after, starting  with  allaying  the  fears  and  apprehensions  of  em- 
ployers. This  was  necessary  since  the  special  employment  ex- 
changes for  the  handicapped  provide  for  the  blind,  deaf  and 
orthopedically  handicapped,  but  not  leprosy  or  burns  cases.  Hos- 
tel facilities  are  needed  (92). 

At  Anandvan,  Warora,  Maharashtra  State,  patients  in  a  leprosy 
institution  have  been  rehabilitated  to  the  point  of  employment 
on  land,  in  small  factories,  in  building  construction,  and  in  other 
activities.  A  college  was  established,  affiliated  with  Nagpur  Univer- 
sity, which  is  attended  by  both  cured  leprosy  patients  and  normal 
young  people.  Agricultural  work  is  stressed,  and  students  do 
collective  work  at  the  college. 

The  sheltered  workshop  is  still  needed  at  this  stage  in  pro- 
visions for  leprosy  patients  in  India  (195).  About  30  sheltered 
workshops  and  training  centers  run  by  voluntary  agencies  try 
to  provide  leprosy-affected  persons  with  partial  employment  as 
an  alternative  to  begging  (326,329).  Some  training  and  employ- 
ment are  available  in  special  beggars'  homes,  such  as  the  Chem- 
bur  home  where  they  learn  shoe  and  sandal  making,  the  home 
in  Anandgram,  Delhi,  where  vegetable  growing  has  been  attem- 
pted, and  in  other  places  where  spinning  and  weaving  are  com- 
monly found. 

To  diversify  their  work  and  enable  them  to  handle  jobs  relat- 
ed to  open  employment,  many  efforts  are  being  made  to  ex- 
plore the  possibilities  of  industrial  operations  that  leprosy  pati- 
ents could  perform,  and  of  a  greater  range  of  marketable  pro- 
ducts such  as  candles  and  leather  gloves  (346),  and  paper  mache 
articles  (326). 

Till  recently  workshop  programs  for  those  with  leprosy  have 
concentrated  primarily  on  cottage  industries  such  as  weaving 
mats  and  making  toys,  but  attempts  are  being  made  to  expand 
and  diversify  these  programs  to  include  regional  industries  such 
as  spinning  and  weaving,  manufacturing  industrial  components 
under  a  sub-contracting  system,  repairing  equipment,  manufac- 
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curing  and  marketing  workshop  products,  and  providing  busi- 
ness and  maintenance  services  (404). 

Good  workshop-plus-training  centers  are  essential  in  the  re- 
habilitation of  those  with  leprosy.  They  need  to  be  integrated 
with  other  programs  of  rehabilitation  and  supported  by  a  pool- 
ing of  public  and  private  funds,  in  order  to  produce  the  most 
effective  rehabilitation  services. 

The  Poona  District  Leprosy  Committee  surveyed  306  adult 
in-patients  at  the  Dr.  Bandorawalla  Leprosy  Hospital  at  Kondhwa 
near  Poona,  104  in-patients  from  the  Sassoon  General  Hospital, 
and  40  adult  out-patients  from  the  Gadikhana  Municipal  Hos- 
pital to  assess  the  vocational  and  social  effects  of  the  disease  and 
to  suggest  appropriate  rehabilitation  procedures.  The  types  of 
rehabilitation  required  for  these  patients  were  classiJ&ed  as  shel- 
tered, institutional,  and  social.  It  was  recommended  that  persons 
in  the  first  two  categories  should  be  regarded  as  appropriate  sub- 
jects for  vocational  training,  adapted  if  necessary,  which  could 
lead  eventually  to  open  employment  with  or  without  the  inter- 
mediate step  of  a  sheltered  workshop  (486). 

Finding  housing  even  when  a  job  is  available  is  difTicult.  Hous- 
ing is  a  serious  problem  in  most  larger  communities  because 
even  with  special  departments  for  allotting  houses  to  the  needy, 
of!icials  may  discriminate  against  leprosy  patients.  Leprosy 
should  not  constitute  a  barrier  to  receiving  a  housing  allocation 
(92). 

Some  help  in  vocational  rehabiUtation  is  provided  by  volun- 
tary agencies  from  other  countries.  For  example,  the  Swedish 
Red  Cross  Leprosy  Campaign  operates  a  factory  at  Katpadi, 
near  Vellore  in  South  India,  for  persons  handicapped  by  leprosy 
and  other  conditions,  who  are  employed  in  a  workshop  perform- 
ing light  engineering  work  such  as  making  parts  for  the  Halda 
typewriter. 

Persons  with  leprosy  are  now  taking  the  initiative  themselves 
in  providing  vocational  opportunities  for  their  group  in  India. 
Effective  cooperatives  have  been  formed  in  some  instances,  whose 
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very  existence  gives  hope  to  others  affected  by  the  disease  (223a). 
The  village  of  Anandv^an  in  Maharashtra  State  is  run  on  a  co- 
operative basis  by  leprosy  settlers.  Most  of  the  people  had  been 
wanderers  and  outcasts  for  many  years  before  joining  the  settle- 
ment. With  the  guidance  and  inspiration  of  an  Indian  lav^er 
who  has  made  this  his  life's  vocation,  they  have  organized  a 
number  of  cottage  industries,  each  owned  and  operated  by  a  small 
cooperative.  Agricultural  products  in  excess  of  community  needs 
are  sold,  and  commercial  ties  have  been  established  with  nearby 
villages.  The  settlers  come  and  go  freely,  and  many  people  come 
in  from  the  surrounding  area  to  do  business  with  them,  and  to 
share  cultural  and  social  occasions  (168a). 

An  adequate  rehabilitation  program  for  patients  with  leprosy 
must  therefore  take  into  account  a  variety  of  factors  (403,  404) : 

1.  Economic.  The  patient  must  have  an  income  sufficient 
to  support  himself  and  sometimes  his  family  as  well. 

2.  Medical.  The  patient  may  need  reconstructive  surgery, 
instruction  in  the  proper  care  of  his  extremities,  appropriate 
choice  of  occupation  after  reconstructive  surgery,  and  replace- 
ment of  anesthetized  parts  of  the  hands  with  patches  of  normally 
sensitive  skin. 

3.  Psychological.  Rehabilitation  must  begin  immediately 
after  diagnosis  is  made  to  assure  a  positive  adjustment  to  this 
new  realization  and  the  maintenance  of  self-confidence  and  self- 
respect.  Fatalistic  acceptance  of  leprosy  as  a  punishment  inflicted 
by  God  must  be  discouraged. 

4.  Educational  Most  patients  lack  formal  education  because 
the  visible  deformities  resulting  from  the  disease  force  them  to 
leave  school,  or  when  they  are  segregated  no  schooling  may  be 
provided.  When  the  visible  manifestations  occur  later,  advanced 
education  may  be  interrupted.  So  a  broad  range  of  educational 
needs  may  be  found  in  any  group  of  such  patients. 

5.  Social.  The  person  with  leprosy  needs  to  be  accepted  both 
by  his  family  and  by  his  community,  with  opportunities  for  social 
experience  and  recreation.  He  needs  the  opportunity  for  normal 
participation  in  community  life  and  for  regular  employment. 
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6.  Vocational.  When  even  among  the  ablebodied  and  voca- 
tionally trained  unemployment  is  high,  it  is  small  wonder  that 
an  unusually  high  rate  exists  among  those  with  leprosy.  Since 
the  government  can  provide  few  jobs  specifically  for  them,  and 
competition  with  the  ablebodied  presents  many  difficulties,  the 
only  solution  is  usually  some  form  of  sheltered  employment. 

To  meet  these  needs,  the  many  suggestions  offered  may  be 
summarized;  as  follows  (224,  403,  404,  436): 

1 .  Adequate  fact-finding  procedures  to  determine  the  num- 
bers needing  services. 

2.  Intensive  case-finding  to  make  possible  early  detection 
and  treatment  before  the  disease  produces  disabilities. 

3.  Provision  of  adequate  educational  opportunities,  in 
regular  schools  wherever  possible. 

4.  Full  evaluation  of  a  patient's  condition  and  poten- 
tialities. 

5.  Physical  restoration  to  improve  his  physical  and  mental 
functions,  through  adequate  medical  and  surgical  treat- 
ment as  needed,  made  available  in  non-segregated 
settings. 

6.  Treatment  in  or  near  the  home,  with  follow-up  checks 
on  the  proper  intake  of  prescribed  medication. 

7.  Counselling  services  in  various  settings  where  the 
patient  comes  into  contact  with  other  people. 

8.  Emphasis  on  emotional  rehabilitation,  as  through 
family  casework  services. 

9.  Substitution  of  objectives  of  social  and  vocational 
adjustment  for  more  limited  medical  or  custodial  ob- 
jectives. 

10.  Integration  of  work  with  the  leprosy  patient  at  the  levels 
of  the  hospital  and  general  practitioner,  with  seminars, 
refresher  courses,  and  conferences  to  acquaint  the 
medical  profession  with  all  aspects  of  leprosy. 
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1 1 .  Cooperation  between  the  medical  profession  and  various 
public  and  private  agencies  in  a  program  of  public 
education  to  give  people  more  information  about  and 
more  positive  attitudes  toward  leprosy. 

12.  Provision  of  appropriate  vocational  training. 

13.  Placement  in  a  suitable  job,  with  follow-up  services  to 
assure  a  continuing  successful  adjustment,  through 
coordinated  public  and  private  efforts. 

14.  Expansion  of  employment  opportunities  in  both  shelter- 
ed workshops  and  the  open  labour  market,  and  a  con- 
comitant change  in  employer  attitudes. 

15.  Encouragement  of  research  and  publicizing  of  research 
findings  by  organizations  concerned  with  the  leprosy 
patients. 

There  fortunately  is  an  increasing  public  awareness  of  and 
concern  about  the  problems  of  leprosy  patients  in  India.  A  mile- 
stone  in  public  acceptance  was  marked  in  the  1965  celebration 
of  the  World  Day  for  the  Disabled  in  Bombay,  in  connection  with 
which  the  Bombay  Committee  arranged  to  have  a  Tea  Party 
and  Open  House  at  Government  House  to  which  persons  suf- 
fering from  the  crippling  effects  of  leprosy  were  invited  with 
those  having  other  handicaps.  This  was  believed  to  be  the  first 
occasion  when  persons  affected  by  leprosy  had  been  invited  to 
and  were  a  part  of  a  social  gathering  of  this  kind.  To  celebrate 
the  1968  World  Day  of  the  Disabled  in  Amravati,  a  local  leprosy 
organization  and  the  Amravati  Women's  Central  Organisation 
together  arranged  a  public  meeting  which  was  attended  by 
several  leprosy-negative  women  patients  from  an  institution  (177). 

The  World  Day  for  Leprosy  Sufferers  was  originated  in  1954 
by  Count  Raoul  Follereau  of  Paris,  founder  of  the  Order  of 
Charity.  The  day  is  now  observed  in  more  than  100  countries, 
and  has  been  endorsed  by  world  leaders  (384).  Although  the 
World  Day  is  specified  as  the  last  Sunday  in  January,  it  is  always 
celebrated  in  India  on  January  30  or  31  in  conjunction  with 
the  Mahatma  Gandhi  Martyr  Day,  because  of  his  concern  for 
,  those  suffering  from  the  disease.  Indian  observances  of  this  day 
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are  found  each  year  in  a  steadily  increasing  number  of  com- 
munities and  institutions. 

The  National  Leprosy  Organisation,  India,  urged  that  leprosy 
control  work  as  well  as  community  health  education  work  be 
intensified  during  the  Gandhi  Centenary  Year  (he  was  born  Oct. 
2,  1869)  (240).  In  commemoration  of  this  year,  a  "Conference 
for  Gandhi  ,Centenary"  was  held  in  November  1969  in  Wardha, 
preceded  by  regional  meetings  in  a  number  of  states.  The  Nation- 
al Leprosy  Organisation  requested  the  issuance  of  a  special  com- 
memorative postage  stamp  depicting  Gandhi  attending  a  leprosy 
patient.  International  groups'  were  asked  to  observe  World 
Leprosy  Day  to  coincide  with  Gandhi's  Martyr  Day.  The  NLO 
itself  issued  stamps  on  leprosy  (307). 

There  is  evidence  of  continuing  progress  in  the  efforts  to  con- 
trol and  treat  leprosy.  Two  decades  ago  there  were  only  about 
a  hundred  workers  in  this  field  in  India,  but  now  there  are  more 
than  a  thousand.  Leprosy,  as  indicated  earlier,  is  now  becoming 
part  of  the  normal  work  of  hospitals  and  physicians  (39).  The 
National  Leprosy  Control  Programme  gamed  momentum  in  1969 
when  the  central  government  agreed  to  provide  100%  rather  than 
50%  grants  to  individual  states  for  projects  of  this  kind.  It  was 
reported  by  the  Minister  of  Health  and  Family  Planning  in  1969 
that  72,000,000  of  a  total  of  300,000,000  persons  "under  risk" 
had  been  placed  under  treatment.  It  was  also  reported  at  a  1969 
conference  held  at  Rashtrapati  Bhavan  that  there  were  at  that 
time  180  Leprosy  Control  Units  and  1,130  Survey,  Education, 
and  Treatment  Centres  in  operation  throughout  the  country,  with 
36  voluntary  organizations  participating  in  the  government-aided 
Leprosy  Control  Programme.  Significant  work  has  been  done  by 
the  Schieffelin  Leprosy  Research  Sanatorium  at  Karigiri,  the 
Gandhi  Memorial  Leprosy  Foundation's  chemoprophylaxis  pro- 
ject at  Bobbili,  and  the  Leprosy  Hospital-cum-Referral  Centre 
at  Wardha  (238).  Important  research  is  being  conducted  at  the 
Leprosy  Research  and  Teaching  Institute  at  Chingleput,  Madras, 
sponsored  by  the  central  government,  and  by  the  Leprosy  De- 
partment of  Calcutta  School  of  Tropical  Medicine  (62). 
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Help  for  leprosy  patients  in  India  often  comes  through  the 
concerted  efforts  of  various  international  organizations  concerned 
with  the  disease.  The  three  major  voluntary  agencies  in  the  U.S.A. 
with  this  special  interest  are  the  Leonard  Wood  Memorial,  em- 
phasizing medical  research;  American  Leprosy  Missions  (the 
chief  instrument  of  American  Protestants  in  Aid  to  Victims  of 
Leprosy),  emphasizing  the  support  of  treatment  facilities;  and 
the  Damien-Dutton  Society  which  provides  medical,  research,  and 
rehabilitation  services  under  Catholic  auspices.  The  International 
Society  for  Rehabilitation  of  the  Disabled  has  also  stressed  the 
importance  of  rehabilitation  services  for  persons  with  leprosy 
through  its  Committee  on  Leprosy  Rehabilitation,  established  in 
1960  at  its  Eighth  World  Congress  in  New  York  City.  Even  prior 
to  the  formation  of  this  committee  the  ISRD  had  taken  the  ini- 
tiative in  this  field  by  sponsoring  as  expert  committee  and  study 
group  to  report  on  the  situation  regarding  leprosy  rehabilitation 
and  the  possibility  of  using  reconstructive  surgery  for  the  defor- 
mities of  leprosy.  In  collaboration  with  the  Leonard  Wood  Mem- 
orial and  the  World  Health  Organization,  a  meeting  was  held  by 
this  group  at  the  Christian  Medical  College  in  Vellore,  and  the 
report  issuing  from  this  conference  was  widely  circulated  and 
used  to  reinforce  the  efforts  of  many  organizations  concerned  with 
leprosy  victims  (181a).  The  World  Health  Organization  has  also 
cooperated  with  UNICEF  in  assisting  the  leprosy  control  program 
in  India  by  focusing  attention  on  the  training  of  leprosy  workers. 
WHO  stimulates  and  coordinates  work  concerning  leprosy  by 
cooperating  with  the  Indian  Council  of  Medical  Research  and 
with  the  Central  Leprosy  Teaching  and  Research  Institute  at 
Chingleput  which  trains  leprosy  workers  (238). 

Research  and  pilot  demonstration  projects  aided  by  Social  and 
Rehabilitation  Service  of  the  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare  include  six  projects  specifically  focused  on 
leprosy  in  the  1969  list  of  SRS  grants  (241): 

Christian  Medical  College  and  Hospital,  Vellore.  To 
investigate  methods  for  the  rehabiUtation  of  persons 
disabled  by  leprosy. 
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Christian  Medical  College  and  Hospital,  Vellore.  To 
develop  and  apply  occupational  orientation  in  the  re- 
constructive surgery  and  rehabilitation  of  leprosy  pati- 
ents. 

Postgraduate  Research  Labs.,  J.  J.  Group  of  Hospitals, 
Bombay.  To  study  the  clinical,  physiological,  and 
pathological  aspects  of  nerve  lesions  in  leprosy. 

Schieffelin  Leprosy  Research  Sanatorium,  Karigiri.  To 
evaluate  the  efficacy  of  rehabilitation  of  leprosy 
patients  in  a  comprehensive  leprosy  control  program 
involving  re-education  and  resettlement  concurrently 
with  medical  and  surgical  care. 

Tata  Department  of  Plastic  Surgery,  J.  J.  Group  of  Hos- 
pitals, Bombay.  To  establish  a  comprehensive  rehabi- 
litation research  and  demonstration  program  for 
leprosy  patients  in  an  urban  population.  (Another 
project  in  this  department  aims  to  develop  methods 
for  rehabilitation  of  both  bums  patients  and  those 
deformed  by  leprosy.) 

Poona  District  Leprosy  Committee,  Poona.  Rehabilita- 
tion of  leprosy-handicapped  persons  in  agro-industrial 
occupations.  (Approval  by  Government  of  India 
pending.) 

Another  project,  at  Father  MuUer's  Charitable  Institutions  in 
Mangalore,  is  seeking  to  demonstrate  integrated  medical  and  voca- 
tional rehabilitation  of  medical,  surgical,  TB,  leprosy,  and  psy- 
chiatric patients  in  a  single  setting. 

Conferences  on  the  subject  of  leprosy  also  focus  attention  on 
the  needs  of  leprosy  patients  and  their  potentialities  for  rehabi- 
litation. The  first  All  India  Leprosy  Conference  was  held  in  1947 
at  Wardha,  long  associated  with  the  work  of  Mahatma  Gandhi, 
who  initiated  much  leprosy  work  but  who  felt  that  it  remained 
one  of  his  uncompleted  tasks.  Meetings  at  Wardha  are  increas- 
ingly international  in  scope.  A  Regional  Seminar  was  held  there 
in  1967  for  an  exchange  of  ideas  and  experiences  among  repre- 
sentatives of  countries  in  Southeast  Asia  and  the  Western  Pacific. 
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The  conference  was  sponsored  by  the  International  Council  on 
Social  Welfare  and  the  Gandhi  Memorial  Leprosy  Foundation,  with 
the  theme  of  "Rehabilitation  of  Leprosy- Affected  Persons  as  an 
Emerging  Concept."  The  11th  All  India  Leprosy  Worker  Con- 
ference and  8th  Conference  of  the  Indian  Association  of  Lejwo- 
logists  were  held  in  Delhi  in  February  1969  (39).  International 
conferences  which  have  likewise  emphasized  the  needs  and  pro- 
blems of  leprosy  patients  have  been  the  1968  International  Lepro- 
sy Congress  held  in  London  (237),  and  the  International  Leprosy 
Symposium  held  at  the  U.S.  Public  Health  Service  Hospital  in 
Carville,  Louisiana,  under  the  sponsorship  of  American  Leprosy 
Missions  in  cooperation  with  the  Hospital.  About  50  medical 
workers  from  Asia.  Africa,  and  North  and  South  America  took 
part  in  the  Louisiana  conference.  Since  this  series  of  seminars 
was  inaugurated  ten  years  ago,  about  400  persons  have  attended 
(181). 

In  countries  where  large  numbers  of  people  still  suffer  from 
preventable  diseases,  rehabihtation  has  a  low  priority,  and  natu- 
rally this  affects  the  development  of  rehabilitation  services  for 
those  with  leprosy.  People  must  be  made  to  realize  that  rehabi- 
litation is  not  secondary  to  but  must  be  an  integral  part  of  a 
total  program  of  medical  and  public  health  services.  What  is 
lacking  usually  are  the  necessary  funds,  personnel,  and  drive  to- 
ward rehabihtation.  The  rehabilitation  of  the  leprosy  patient  re- 
quires changes  of  attitude  on  the  part  of  the  public,  the  medical 
profession,  and  ihe  patient  himself  (195). 


Chapter  10 


THE  MENTALLY  RETARDED 


The  provision  of  services  for  the  mentally  retarded  in  India  is 
a  recent  development.  Some  of  the  mentally  retarded  have  in 
the  past  received  custodial  care  of  a  sort,  but  as  part  of  an 
undifferentiated  group  of  sick,  indigent,  and  handicapped  persons 
who  were  given  a  minimum  subsistence. 

The  mentally  handicapped  person  is  defined  as  one  witfc  an 
irreversible  condition  of  low  mentality  classifiable  in  the  torn 
categories  of  slow  learner,  educable  mentally  handicapped  moron 
imbecile,  and  idiot.  Only  the  slow  learner  is  considered  capable 
of  benefiting  from  education  in  regular  school  classes,  and  then 
only  with  much  individual  attention  and  special  assistance.  Special 
schools  are  generally  regarded  as  preferable  even  for  slow  learn- 
ers, though  they  are  not  economically  feasible  except  in  large 
cities.  Special  classes  in  the  regular  schools  are  regarded  as^a 
less  desirable  alternative  solution  (150).  This  contrasts  with  the 
widespread  conviction  in  western  countries  that  the  maximum 
benefits  are  achieved  through  a  program  of  integrating  the  medi- 
ally retarded  with  normal  children. 

It  is  considered  unfortunate  that  in  India  the  Ministry  of  Educa- 
tion has  no  responsibility  for  even  the  educable  level  of  this  group 
(245).  Thus  one  administration  for  the  education  of  the  handica- 
pped m  the  central  government  deals  with  the  problems  of  the 
msentally  retarded  only  as  part  of  those  of  the  blind,  deaf  and 
orthopedically  handicapped  (245),  with  the  implication  that  all 
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categories  of  the  mentally  handicapped  as  well  as  these  other 
groups  need  provisions  apart  from  normal  children. 

Estimates  of  the  incidence  of  mental  retardation  in  India  vary 
widely,  depending  in  part  on  the  definitions  used.  The  term  "men- 
tally deficient,"  in  the  sense  that  "the  mental  subnormality  is  att- 
ributable primarily  to  a  demonstrable  defect  of  brain-structure  or 
chemistry,'*  is  .estimated  to  include  3,000,000  persons  on  the  basis 
of  percentages  found  in  other  countries.  The  age  period  from 
five  to  19  provides  the  largest  frequency  and  therefore  constitutes 
the  greatest  problem  (368).  Out  of  every  hundred  mentally  defi- 
cient persons,  25  need  custodial  care  and  75  are  potentially  educable 
to  different  levels  of  useful  social  functioning.  Incidence  is  higlier 
in  rural  areas  (10.4  per  1,000)  than  in  urban  areas  (6.7  per  1,000). 
Persons  from  higher  socioeconomic  strata  contribute  a  larger 
number  of  severe  grades  of  defectives  to  the  population  than 
do  those  from  lower  strata.  At  the  same  time,  the  lower  strata 
produce  a  larger  number  of  the  high-grade  defectives  called 
feebleminded  and  dullards.  These  are  often  called  the  "garden 
variety'*  of  mental  defectives,  or  "subcultural"  mental  defectives. 

A  study  conducted  in  a  multi-purpose  higher  secondary  school 
in  Ranchi  revealed  that  34%  of  the  pupils  of  the  school  belonged 
to  the  category  of  mild  subnormality  or  borderline  subnormality, 
that  is,  with  an  IQ  between  60  and  90.  This  contrasts  with  the 
results  of  a  survey  made  of  the  incidence  of  mental  retardation 
among  children  enrolled  in  the  schools  in  the  city  of  Madras 
in  1961-62,  where  a  10%  random  sample  of  the  9,773  pupils  in 
47  schools  revealed  only  14  cases  with  IQ's  below  70  (229). 

Though  no  large-scale  surveys  have  been  made  in  India  to 
indicate  the  overall  incidence  of  mental  subnormality,  the  rates 
prevalent  in  Scotland  suggest  that  in  India  there  may  be  13,000,000 
to  14,000,000  persons  who  are  mildly  subnormal.  In  this  group 
there  are  probably  between  5,000,000  and  6,000,000  pre-adoles- 
cents,  adolescents,  and  adults  under  25  years  of  age,  whose  voca- 
tional rehabilitation  represents  a  pressing  problem  (44).  The 
larger  figures  indicated  in  this  study  as  compared  with  the 
previous  estimates  are  undoubtedly  related  to  the  broader  range 
of  I.Q/s  included  and  the  lack  of  distinction  between  organically 
based  and  culturally  derived  retardation.  The  leaflet  announcing 
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the  1966  conference  on  mental  retardation  estimated  that  there 
are  between  3,000,000  and  4,000.000  mentally  retarded  children 
in  India. 

Incidence  rates  (2%  to  3%)  applicable  to  western  countries 
provide  estimates  ranging  from  10,000,000  to  15,000,000  mentaUy 
retarded  persons  in  India.  These  figures  would  indicate  that  a 
Ministry  of  Education  estimate  of  1,400,000  mentally  retarded 
children  of  school  age  (5  to  14  years)  may  be  too  low.  Since 
roughly  40%  of  the  general  population  are  said  to  be  under 
14  years  of  age,  this  percentage  of  a  total  group  of  15,000,000 
mentally  retarded  persons  of  all  ages  would  mean  that  there 
are  6,000,000  mentally  retarded  children  of  whom  more  than 
1,400,000  would  fall  into  the  school-age  group. 

Taking  into  account  predisposing  factors  such  as  poverty, 
malnutrition,  and  lack  of  education,  a  more  likely  estimate  for 
India  would  be  4%  to  4-}%  of  the  population  which  may  be 
classified  as  mentally  retarded,  or  more  than  20,000,000  people 
(36).  Malnutrition  may  produce  proportionately  more  mentally 
handicapped  children  in  India  than  in  most  western  countries. 
Former  Food  Minister  Chidambaram  Subramaniam  told  the 
World  Food  Crisis  Committee  in  Washington  in  October  1967 
that  even  if  India  were  able  to  feed  itself  within  a  few  years, 
the  nutrition  problem  would  remain  because  there  would  still  be 
the  threat  of  protein  starvation.  He  asserted  that  because  cf 
lack  of  protein,  from  35%  to  40%  of  the  20  milHon  babies  born 
in  India  each  year  eventually  suffer  some  brain  damage,  and 
many  are  so  stunted  in  physical  and  mental  growth  that  by 
the  time  they  reach  school  age  they  are  incapable  of  profiting 
from  school  instruction.  There  is  medical  controversy  over  the 
extent  and  permanence  of  these  effects  of  protein  deprival,  but 
some  effects  of  this  kind  are  likely  to  continue  because  of  factors 
such  as  poverty,  scarcity  of  food,  religious  taboos  against  con- 
suming beef,  traditional  vegetarianism,  and  unwillingness  to  try 
protein  supplements  devised  by  Indian  nutritionists  (173). 

Mental  retardation  in  India  may  also  be  related  to  such  factors 
as  intermarriage  in  small  close-knit  groups,  that  is,  in-breeding 
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among  members  of  various  castes  and  communities.  Other  factors 
contributing  to  the  incidence  of  mental  retardation  are  regarded 
as  legacies  from  an  undeveloped  colonial  regime:  prenatal  con- 
ditions such  as  malnutrition  of  the  mother  during  pregnancy; 
alcoholism  and  venereal  disease;  deliveries  undertaken  by  untramed 
village  midwives  in  unhygienic  circumstances;  and  the  scourge  of 
trauma  and  infection,  especially  typhoid  and  eruptive  fevers.  In 
the  post-independence  period  substantial  progress  has  been  made 
in  improving  and  making  available  medical  care  and  health 
education,  especially  in  large  cities,  even  though  the  lack  of 
trained  pei-sonnel  remains  an  acute  problem.  This  should  result 
in  a  reduction  in  the  incidence  of  mental  retardation  (368). 

Analysis  of  the  data  concerning  the  retarded  children  attend- 
ing the  department  of  Child  Psychiatry  at  Niloufer  Hospital  in 
Hyderabad  over  a  seven-year  period  indicated  that  most  of  the 
conditions  were  preventable  if  adequate  medical  measures  were 
applied,  as  in  the  toxemias  of  pregnancy  and  other  prenatal 
and  natal  obstetrical  hazards.  The  heavy  incidence  of  cases  of 
mental  retardation  from  culturally  deprived  backgrounds  stressed 
the  adverse  effects  of  certain  social,  economic,  and  cultural  con- 
ditions (282). 

Malnutrition  and  cultural  impoverishment  together  produce 
mental  retardation,  as  shown  in  a  study  made  in  South  India 
of  163  children  4i  to  6  years  of  age,  of  whom  52  were  Uving 
in  an  orphanage  and  the  remaining  111  living  at  home.  Poor 
word-concept  development  and  low  scores  on  the  Leiter  Inter- 
national Performance  Scale  characterized  both  groups,  the 
orphanage  group  performing  more  poorly.  It  was  also  found 
in  this  study  that  improvement  in  the  child's  nutrition  did  not 
in  itself  improve  his  performance,  since  the  basic  lack  of  psycho- 
logical stimulation  in  an  impoverished  environment  had  not 
changed  (363). 

One  type  of  mental  retardation—phenylketonuria— seems  to  be 
less  common  in  India  than  in  western  countries.  A  survey  was 
made  of  ten  schools,  homes,  and  institutions  for  the  mentally 
handicapped  (of  24  known  to  exist  in  1954)— eight  in  Bombay. 
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one  in  Bangalore,  and  one  in  Madras— to  make  urine  tests  to 
detect  phenylketonuria.  No  cases  were  found  among  the  510 
pupils  tested  out  of  a  total  enrollment  of  579  (66). 

The  lack  of  trained  professional  personnel  and  the  lack  of 
financial  resources  limit  incidence  studies,  for  the  time  being,  to 
the  screening  of  the  school-age  population.  Teachers  need  to 
learn  to  recognize  the  overt  manifestations  of  mental  subnor- 
mality  in  pupils  and  refer  them  to  psychiatric  institutions,  clinics, 
or  child  guidance  clinics.  These  institutions  and  chnics  in  turn 
need  to  encourage  parents  to  bring  in  their  children  for  assess- 
ment when  there  is  question  concerning  their  intelligence  (145). 

^  The  first  scientific  approach  to  the  problem  of  mental  retarda- 
tion  in  India  was  a  1929  Bombay  survey  undertaken  to  provide 
a  basis  for  preparing  a  Kannada  and  Marathi  version  of  the 
Stanford-Binet  intelligence  scale  (245).  Findings  in  the  schools 
of  Dharwar  indicated  an  incidence  of  4%  retarded  in  the  school 
population.  This  conclusion  emphasized  the  need  of  many  men- 
tally handicapped  children  for  special  education.  Two  sample 
surveys  conducted  in  Mysore  and  Punjab  indicated  that  more 
than  600,000  of  the  children  in  India  may  be  mentally  deficient 
(105). 

When  India  achieved  Independence  in  1947,  it  had  only  three 
institutions  for  the  care  of  the  mentally  retarded:  the  Central 
Nursing  Home  at  Ranchi  established  in  1934,  the  Home  for 
Mentally  Deficient  Children  founded  in  Bombay  in  1941  and 
the  School  for  Children  in  Need  of  Special  Care  organized  in 
Bombay  in  1944  by  the  Society  for  the  Care,  Treatment,  and 
Trammg  of  Children  in  Need  of  Special  Care. 

The  Central  Nursing  Home  provided  some  services  for  men- 
tally retarded  children,  but  until  recently  only  as  an  incidental 
aspect  of  Its  program.  It  now  provides  for  12  paying  adult 
mmates,  both  chronic  mental  patients  and  congenital  mental 
defectives,  who  engage  in  individual  occupations  such  as  garden- 
ing,  needlework,  drawing,  typing,  and  domestic  work  (47) 
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The  first  really  serious  effort  to  start  an  institution  for  men- 
tally retarded  children  was  made  by  the  Children's  Aid  Society 
of  Bombay,  when  it  established  a  residential  institution  about 
forty  years  ago,  and  began  to  provide  education  and  rehabilitation 
for  delinquent  and  destitute  children.  When  it  was  discovered 
that  many  of  the  children  were  mentally  retarded,  the  society 
started  in  1941  an  annex  in  the  Children's  Home,  Chembur, 
Bombay,  now  known  as  the  Home  for  Mentally  Deficient  Child- 
ren, with  about  120  residents.  This  is  a  certified  school  to 
which  children  are  committed  by  the  Juvenile  Courts  of  the 
state  of  Maharashtra  (36).  Th«  85  boys  and  35  girls,  all  under 
18  years  of  age,  have  I.Q.'s  ranging  from  20  to  80  (47). 

Since  this  was  a  custodial  institution  with  admission  only 
through  the  Juvenile  Courts,  ^nd  smce  it  lacked  a  good  school 
progilam,  many  of  the  parents  were  not  satisfied.  One  parent 
started  a  small  school  in  Bombay  in  1944  which  has  since 
become  the  largest  school  of  its  kind  in  India,  known  as  the 
Special  School  for  Children  in  Need  of  Special  Care  (36);  the 
children  range  in  age  from  six  to  18,  and  have  I.Q.'s  between 
30  and  75  (47).  This  may  have  been  the  first  special  school  in 
India  for  the  retarded,  though  it  is  claimed  that  one  was 
started  in  Ranchi  with  about  six  children  (78a).  The  school 
now  has  only  four  pupils,  and  a  very  limited  program. 

In  the  decade  from  1950  to  1960,  11  institutions  were  started, 
and  another  35  between  1960  and  1966  (78a).  Except  for  four 
of  these  (two  in  Delhi,  one  in  Chandigarh,  and  one  in  Rajkot) 
the  institutions  were  started  by  interested  parents  and  voluntary 
organizations.  The  recent  trend  has  been  in  the  direction  of  more 
day  provisions,  since  parents  themselves  favor  such  aixangements 
(36). 

Statements  concerning  the  number  of  institutions  in  the  coun- 
try as  a  whole  which  make  some  kind  of  provision  for  the 
mentally  retarded  have  varied  from  27  to  around  50  in  most 
instances  (36,  145,  186),  and  the  numbers  provided  for,  from 
1,400  to  2,000.  Differences  in  totals  have  reflected  in  part  a 
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rapid  rate  of  increase  in  the  establishment  of  services  for  the 
mentally  retarded  in  recent  years. 

In  1966  a  short  questionnaire  was  sent  to  56  institutions  and 
to  each  State  Directorate  by  the  Sharada  School  for  Mentally 
Retarded  Children  in  Ahmedabad,  Gujarat.  Responses  were 
received  from  49  institutions  and  five  state  directorates,  which 
mdicated  that  12  states  had  programs  for  the  mentally  retarded 
with  the  largest  number  in  Maharashtra  State.  The  classification  of 
mstitutions  according  to  name  was  as  follows  (53): 

Homes 

Hospitals 

Medical  rehabilitation  institute 

Occupational  therapy  center  1 
Special  schools  24 
Special  classes  2 
Certified  school  2 
Vocational  training  centers  2 
Special  schools  with  specific  indication  8 


10 
2 
1 


Total  51 

The  types  of  program  were  as  follows: 

Qinical  jq 
Teacher-training  3 
Medical  rehabilitation  5 

Education  39 
Purely  vocational  training  j 

Educational  and  vocational  n 
Medical  rehabilitation  and  vocational  3 

Educational  and  pre-vocational  16 
Research  j 
Psychotherapy  1 

Care  and  medical  treatment  2 

Founding  dates  were  cited  by  35,  and  of  these  only  two  had 
appeared  in  the  1940's.  nine  in  the  1950's,  and  24  between 
1960  and  1966.  In  terms  of  sponsorship,  15%  were  government 
institutions  (of  which  two  were  operated  by  the  central  govern- 
ment), 38%  were  government-aided,  and  47%  were  private; 
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this  indicated  that  over  half  (53%)  were  either  operated  or 
subsidized  by  the  government.  In  the  descriptions  of  the  kinds 
of  services  provided,  the  term  "educational"  appeared  in  71% 
of  the  titles.  About  a  fifth  of  the  institutions  (19%)  accepted 
children  as  early  as  the  age  of  three  or  four,  and  12%  set 
no  upper  limit  for  the  age  at  which  the  individual  would  be 
accepted  (122).  These  programs  provided  for  nearly  twice  as 
many  males  as  females — 941  males  and  543  females.  Of  the 
total,  11  programs  were  residential,  20  day,  and  seven  both 
residential  and  day.  In  four  states  (Assam,  Jammu  and  Kashmir, 
Orissa,  and  Rajasthan)  there  was  no  institution  at  all  which 
gave  assistance  to  the  retarded  (354,  355). 

A  December  1967  Directory  of  Institutions  for  the  Mentally 
Retarded  in  India  was  published  by  the  Government  Institute  of 
Special  Education  at  Chandigarh,  on  the  basis  of  questionnaire 
data  secured  from  institutions  Hsted  in  the  proceedings  of  the 
1967  All  India  Semmar  on  Mental  Retardation.  The  directory 
indicated  a  total  of  46  institutions  variously  called  a  home, 
school,  special  class,  clinic,  center,  nursery,  or  workshop,  located 
in  12  states  and  the  Union  Territory  (105).  The  largest  number 
(15  or  31%)  were  found  in  Maharashtra  State.  Approximately 
two-thirds  (30  or  65%)  were  founded  between  1960  and  1967. 
Of  the  46,  seven  were  operated  by  the  central  or  state  govern- 
ment, and  the  remainder  by  private  individuals  or  voluntary 
organizations,  usually  with  government  aid.  Two  were  for  girls 
only  and  two  for  boys  only.  Nearly  a  third  specified  that  the 
I.Q.  be  above  40  or  50  or  that  the  intelligence  be  at  least 
"moderate"  or  "not  severe,"  and  some  specified  that  the  indivi- 
dual be  toilet-trained  or  manageable.  One  institution  even 
required  that  the  I.Q.  be  above  70!  The  "institutions"  listed 
included  the  psychiatric  units  found  in  almost  all  the  medical 
colleges  and  large  hospitals,  which  provide  out-patient  services 
in  the  form  of  advice  and  guidance  for  the  mentally  retarded. 

Five  institutions  had  attached  sheltered  workshops,  whereas 
one  was  an  independent  sheltered  workshop.  Nine  had  guidance 
services  available  for  mentally  retarded  adults.  The  total  capacity 
was  2,091,  although  three  institutions  did  not  report  their  exact 
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capacity,  and  in  others  the  capacity  exceeded  the  number  actual- 
ly accommodated.  The  number  served  ranged  from  three  to  226. 
The  minimum  age  for  acceptance  ranged  in  most  places  from 
three  to  eight,  with  ages  five  and  six  the  most  frequently  men- 
tioned; only  four  institutions  hmited  their  programs  to  teenagers 
and  adults.  The  maximum  age  for  most  was  18  or  20,  one  school 
had  a  maximum  age  of  eight,  and  four  had  no  age  limit.  Most 
facilities  (26)  provided  day  services,  nine  were  residential  only, 
and  11  provided  both  day  and  boarding  services. 

The  most  recent  list,  for  January  1968,  includes  a  total  of 
63  institutions  and  services,  of  which  40  are  designated  specifically 
for  the  mentally  retarded,  and  with  the  remainder  primarily  for 
the  physically  or  socially  handicapped,  mentally  ill,  aged,'  and 
emotionally  disturbed.  This  represents  an  increase  in  the  num- 
ber intended  for  the  mentally  retarded  only  (54,  122,  260).  The 
classification  of  persons  as  mentally  retarded  is  complicated  by 
the  fact  that  most  of  them  are  multiply  handicapped.  A  1967 
study  found  that  97.5%  of  a  group  of  mentally  retarded  children 
had  at  least  one  other  kind  of  handicap  (355).  It  has  been 
reported  that  at  least  a  third  of  the  institutions  accepting  men- 
tally retarded  children  are  intended  primarily  for  the  physically 
handicapped,  admitting  blind,  deaf,  and  crippled  children  who 
are  not  retarded.  In  the  case  of  three  custodial  institutions 
children  are  admitted  through  court  orders,  whereas  admissions 
aiie  on  a  voluntary  basis  in  all  the  other  institutions.  Children 
are  brought  to  these  establishments  directly  by  parents  or  are 
referred  by  hospitals,  child  guidance  clinics,  and  general  practi- 
tioners (122,  260). 

Many  institutions  do  not  charge  fees,  but  some  have  a  sliding 
scale  according  to  income,  and  still  others  have  fixed  charges. 
Fees  range  from  five  to  150  rupees  per  month,  with  an  extra 
charge  in  some  cases  for  special  attendants.  Most  of  the  institu- 
tions are  subsidized  by  the  government,  to  the  extent  of  95% 
of  the  total  expenditures  in  some  cases  (79).  Five  or  six  of 
the  schools  transport  day  pupils,  but  lack  of  this  service  pre- 
vents many  children  from  attending  such  a  school  when  their 
parents  wish  to  keep  them  at  home  or  when  hostel  accommoda- 
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tions  aro  not  available.  Very  few  institutions  own  their  own 
buildings.  Most  use  rented  buildings  in  residential  areas  that  are 
not  really  suitable,  since  they  are  small  and  are  likely  to  be 
overcrowded. 

There  is  no  uniform  program  or  standard  curriculum  for 
these  schools.  Only  two  or  three  schools  try  to  provide  education 
according  to  a  fixed  curriculum.  Many  schools  try  to  teach 
educable  children  the  fundamentals  of  primary  education,  but 
most  schools  simply  concentrate  on  simple  craft  training  for 
both  educable  and  trainable  groups  while  those  with  the  lowest 
IQ's  are  kept  occupied  with  recreational  activities  and  casual 
play.  A  special  curriculum  and  appropriate  teaching  materials 
and  methods  are  in  use  at  the  Model  School  for  Mentally  Defi- 
cient Children  in  New  Delhi  (80).  All  the  schools  do  have 
some  provision  for  recreational  activities,  with  radios,  record 
players,  outdoor  and  indoor  games,  and  in  a  few  instances  a 
physical  education  program.  Picnics  and  educational  tours  are 
sometimes  included,  as  well  as  weekly  cultural  programs. 

The  maintenance  of  family  ties  is  seen  as  important,  as  is 
long-term  supplementary  aid  and  counselling  for  the  parents. 
Since  dependence  on  home  and  family  often  continues  for  the 
mentally  retarded  beyond  the  age  at  which  normal  youngsters 
become  independent,  a  program  of  after-care  worked  out  in 
cooperation  with  mothers  is  needed  for  the  time  when  the  young 
people  are  past  the  age  range  provided  for  in  special  schools  or 
programs  (437). 

Nearly  all  the  institutions  attempt  to  give  some  kind  of  pre- 
vocational  or  vocational  training  to  the  pupils  in  crafts  such  as 
spinning  and  weaving,  carpentry,  toy-making,  doll-making,  bas- 
ketry, tailoring  and  needlework,  hand  or  machine  knitting,  card- 
board work,  fretwork  and  gardening.  The  craft  training,  however, 
is  deigned  in  most  instances  to  keep  the  youngsters  busy  rather 
than  to  prepare  them  for  jobs  in  the  community.  Thus  the  chief 
problem  is  that  although  many  students  achieve  some  proficiency 
in  such  crafts,  they  are  still  not  able  to  earn  their  living  with 
these  skills.  There  are  several  reasons  for  this:  (1)  little  attention 
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is  usually  given  to  the  development  of  appropriate  social  habits 
and  attitudes,  with  the  result  that  even  those  who  are  capable  of 
handhng  regular  jobs  fail  to  keep  them;  (2)  there  is  no  job 
placement  service  after  they  are  trained;  (3)  those  trained  are 
not  fully  trained  in  the  skills  concerned  and  do  not  possess  offi- 
cially recognized  certificates  which  are  based  on  specific  mini- 
mum educational  attainments  for  the  different  crafts;  and  (4) 
there  are  no  vocational  guidance  or  follow-up  services  to  help 
the  retarded  youngsters,  when  once  employed,  to  continue  in 
their  jobs. 

Such  problems  indicate  the  necessity  for  establishing  sheltered 
workshops  in  different  parts  of  the  country  for  the  mentally 
retarded.  At  present  the  only  sheltered  workshop  available  for 
the  mentally  retarded  is  the  one  in  Delhi  where  botli  mentally  and 
physically  handicapped  persons  are  trained  to  work  together  in 
various  crafts  and  who  receive  payment  for  their  work.  But 
even  this  arrangement  is  not  satisfactory,  for  the  division  of 
work  is  such  that  the  mentally  handicapped  person  is  not  trained 
to  work  independently.  The  few  sheltered  workshop  opportunities 
that  exist  include  no  trained  professional  supervision.  The 
foreign  expert  who  made  the  first  survey  of  the  institutions 
for  the  mentally  retarded  in  India  commented  that  none  could 
be  recommended  to  Indian  parents;  they  would  not  meet  the 
standards  specified  in  most  western  countries.  Probably  one  of 
the  first  important  tasks  of  a  national  organization  for  the  men- 
tally retarded  should  be  the  setting  up  of  standards  to  be  met 
by  institutions  that  claim  to  care  for  and  educate  the  mentally 
retarded  (245). 

Pilot  programs  serve  the  purpose  of  setting  such  standards 
for  educational  and  vocational  provisions  for  the  mentally  retarded, 
as  at  the  Nandanvan  Day  School  for  Mentally  Retarded  Per- 
sons in  Nagpur.  Opened  in  1960,  this  is  said  to  be  the  only 
school  in  central  India  devoted  to  the  educational  and  vocational 
training  of  the  mentally  retarded.  A  research  award  from  the 
U.S.  Social  and  Rehabilitation  Service  for  the  period  from 
1965  to  1970  focuses  on  the  determination  of  the  incidence  and 
prevalence  of  mental  retardation  among  children  and  adolescents 
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in  Nagpur,  and  the  relmbilitation  potential  of  this  group.  Services 
include  pre-primary  and  primary  education,  and  pre-vocational 
and  workshop  training  in  skills  such  as  tailoring,  cooking,  cane- 
work,  bookbinding,  toy-making,  weaving,  clay  work,  knitting, 
and  embroidery.  The  school  also  provides  a  hostel  for  boys 
over  15  years  of  age.  So  far  21  students  have  been  placed  in 
gainful  occupations  (454).  Other  pilot  programs  assisted  by 
SRS  grants  are  those  of  Bala  Vihar,  Madras,  to  demonstrate 
simple  teaching  methods  to  mothers  of  mental  retardates  in  a 
day-care  center,  and  of  the  School  of  Social  Work,  Varanasi, 
to  study  the  education,  treatment,  and  rehabilitation  of  mental 
retardates  (241). 

In  existing  institutions  there  is  usually  a  shortage  of  trained 
and  speciaHzed  personnel.  Where  specialists  are  available,  they 
may  fail  to  recognize  the  necessity  for  the  team  approach  to 
a  solution  of  the  problems  of  a  handicapped  child,  even  though 
mentally  retarded  children  often  have  associated  physical,  social, 
or  emotional  problems  as  well.  Of  the  125  children  in  the 
School  and  Home  for  the  Mentally  Retarded  in  Delhi,  30  are 
epileptics,  36  are  crippled,  two  are  partially  sighted,  one  is  com- 
pletely blind,  65  have  speech  handicaps,  and  almost  all  of  them 
evince  behavior  problems. 

Physical  defects  in  the  child  are  frequently  overemphasized 
since  these  are  regarded  as  more  acceptable  than  the  mental 
defect.  Parents  are  easily  disappointed  because  they  expect 
miracles  from  the  institutional  staff,  who  have  to  help  the  parents 
to  understand  the  child's  limitations  and  plan  his  future  reaUsdc- 
ally.  A  1965-66  assessment  of  320  mentally  retarded  children  at 
the  psychiatric  out-patient  department  and  the  Child  Guidance 
Clinic  of  the  All  India  Institute  of  Medical  Sciences  in  Delhi 
showed  that  in  most  instances  the  parents  did  not  consider  the 
mental  retardation  their  primary  problem;  such  physical  factors  as 
general  poor  health  and  poor  speech  development  were  more  often 
cited.  Only  19%  of  the  parents  were  able  to  assess  and  under- 
stand their  child's  Hmited  potential  realistically,  31%  refused  to 
accept  the  fact  of  retardation,  21%  accepted  the  fact  of  retarda- 
tion but  could  not  really  assess  the  child's  potentialities,  Zl% 
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overestimated  the  child's  capabilities,  and  only  3%  underestimat- 
ed them.  Most  children  were  nine  to  11  years  of  age  when  first 
brought  in  by  their  parents,  which  in  itself  limits  what  can  be 
done  for  them.  More  than  83%  of  the  parents  had  perviously 
sought  help  from  non-professional  sources,  a  reflection  of  the 
limited  services  available  and  lack  of  understanding  of  what 
can  or  should  be  done  for  the  child  (353,  355).  . 

Other  problems  include  the  lack  of  suitable  differentiation 
in  program  in  terms  of  I.Q.  level.  Groupings  into  educable, 
trainable,  and  uneducable  categories  give  a  better  opportunity 
for  appropriate  education.  Even  when  a  good  institutional 
adjustment  is  effected,  the  youngster  still  faces  serious  adjust- 
ment problems  on  leaving  the  institution,  such  as  lack  of  accept- 
ance by  employers,  the  need  to  understand  the  responsibilities 
imposed  by  marriage,  and  the  possibility  of  exploitation  by  un- 
scrupulous persons. 

Detailed  information  concerning  the  nature  and  number  of 
specific  state  provisions  for  the  mentally  retarded  is  available 
for  only  a  few  individual  states.    The  number  of  mentally  re- 
tarded children  in  Gujarat  is  estimated  as  three  per  1,000,  but 
there  are  only  two  institutions  for  them,  one  voluntary  and  one 
state.  The  voluntary  institution  is  the  Sharada  Day  School  for 
the  Mentally  Retarded,  founded  in  1965,  the  only  such  institution 
making  provision  for  the  overall  needs  of  mentally  retarded 
youngsters.    The  children  are  divided  into  three  groups  the 
severely  retarded,  the  moderately  retarded,  and  those  who  attend 
the  school  only  for  recreational  purposes.  Sharada  also  provides 
some  teacher-training  and  parent  guidance,  plus  medical  and 
psychiatric  services,  and  conducts  research  concerning  all  aspects 
of  mental  retardation  (75). 

In  the  state  of  Maharashtra  the  organizations  and  institutions 
serving  the  mentally  handicapped  include  (370) : 

The  Home  for  Mentally  Deficient  Children,  Bombay.  This  was 
the  earliest  provision  for  mentally  retarded  children,  started  in 
September  1941  with  37  boys  and  three  girls  by  the  Children's 
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Aid  Society  of  Ik>nibay.  Psychiatric,  psychological,  educational 
and  occupational  services  are  provided  for  mentally  rcUirdcd 
children  with  or  without  other  disabilities. 

The  School  for  Children  in  Need  of  Special  Care,  Bombay. 
Founded  in  1944,  this  institution  has  200  children  of  whom  50  are 
residential.  They  are  given  psychiatric,  psychological  and  medi- 
cal services,  and  are  grouped  according  to  chronological  age  though 
mental  age  ,is  taken  into  consideration.  Simple  craft  training  is 
given. 

The  Haven,  School  for  Mentally  Handicapped  Children,  Bombay, 
This  is  a  residential  institution  for  about  30  children,  with  some 
academic  education  and  craft  work. 

The  "Nandanvan"  School  for  Handicapped  Children,  Nagpur. 
This  day  school  for  35  mentally  retarded  children  was  founded 
by  a  voluntary  organization,  and  has  an  advisory  committee 
of  speciaUsts. 

In  Maharashtra,  five  institutions  charge  no  fees,  six  have  a 
sliding  scale,  and  four  have  fixed  fees.  The  most  common 
media  of  instruction  are  Marathi,  Gujarati,  and  English,  with 
Hindi  much  less  common.  Of  19  institutions,  eleven  are  private, 
five  are  government-aided,  two  are  semi-government  agencies, 
and  one  is  a  state  institution.  The  19  programs  include  11  special 
schools,  three  homes,  one  certified  school,  one  pre-school  pro- 
gram, two  special  classes,  and  one  purely  vocational  program. 
All  but  the  last  offer  some  kind  of  basic  education,  varying  con- 
siderably in  nature  and  extent.  Only  two  have  clinical  services 
such  as  diagnosis,  assessment,  and  evaluation.  Only  one  institution 
offers  a  teacher-training  course.  Just  one  institution  provides 
comprehensive  medical  rehabilitation  with  physical  and  occupa- 
tional therapy,  and  four  others  offer  some  more  limited  form  of 
medical  care  and  treatment.  Aside  from  the  one  program  which 
specifically  prepares  the  mentally  retarded  for  open  employment, 
five  institutions  combine  vocational  and  educational  training. 
Research  is  conducted  as  a  part  of  only  two  programs  (36). 

The  State  of  Maharashtra  and  the  city  of  Bombay  are  leaders 
in  offerings  for  the  mentally  retarded.  A  recent  survey  of  Indian 
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programs  for  the  mentally  retarded  revealed  that  19  out  of  a 
total  of  56  programs  were  located  in  Maharashtra  State,  and 
of  these  13  were  in  Bombay  (36).  The  state  as  a  whole  and 
the  city  of  Bombay  together  account  for  30%  of  the  residential 
institutions  in  the  country,  with  60%  of  the  total  residents,  and 
40%  of  the  day  schools  with  40%  of  the  total  enrolled.  Bombay 
itself  has  half  of  the  residential  schools  in  the  state,  with  440 
children  and  eight  of  the  10  day  schools,  with  160  children  (245). 
A  Bombay  publication  was  the  first  journal  to  discuss  mental 
rostRTd^tion— Occupational  Therapy  and  Rehabilitation  in  Asia 
which  was  renamed  The  Journal  of  Rehabilitation  in  Asia  in 
1961.  Another  Bombay  move  first  occurred  in  1963,  wheji  the 
Indian  Society  for  the  Rehabilitation  of  the  Handicapped  spon- 
sored the  first  large  Seminar  and  Exhibition  concerning  mental 
retardation  in  connection  with  the  first  All-India  **We©k'*  for 
the  mentally  retarded  which  is  now  observed  the  first  week  of 
December  each  year  in  various  parts  of  India.  In  Bombay  too  the 
first  special  section  for  the  handicapped  in  its  Regional  Employ- 
ment Exchange  made  possible  the  inclusion  of  mentally  handi- 
capped youth,  some  of  whom  were  already  being  trained  in  a 
sheltered  workshop  run  by  the  Bombay  Society  for  the  Vocational 
Rehabilitation  of  the  Retarded. 

The  School  for  Children  in  Need  of  Special  Care  in  Bombay 
m  Its  1965-66  annual  report  listed  a  total  of  200  children  dis- 
tributed as  follows  (396): 

l'^^^^  31  children 
Prmiary 

Preparatory  4g 

Junior  2'? 

Senior  4 

Occupational  therapy  4 

Trainable  23 

Vocational  training  32 

For  these  children  there  was  a  staff  of  38  persons:  21  class- 
room teachers,  seven  special  teachers,  six  vocational  teachers 
one  occupational  therapist,  one  speech  therapist,  one  psychologist! 
and  one  social  worker.  During  the  year  the  psychologist  pro- 
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vidcd  therapy  for  children  who  were  dislractible  and  restless 
(among  these  with  low  IQ's).  agitated  and  anxious,  and  mentally 
disturbed. 

The  distribution  of  I.Q.'s  was  as  follows: 


Of  the  220  children,  90  pay  no  fees  (81  in  the  day  school 
and  nine  in  the  vocational  school),  48  pay  partial  fees,  and  the 
remainder  pay  full  fees. 

Another  example  of  private  efforts  to  provide  for  the  men- 
tally retarded  in  Bombay  is  "The  Haven''  on  the  outskirts  of 
the  city,  where  a  residential  home  and  school  was  started  in 
April  1954,  which  has  grown  from  its  initial  group  of  three 
children  to  the  present  total  of  50  boys  and  girls  and  16  staff 
members.  Many  come  from  poor  families;  the  institution  pays 
all  expenses  for  all  the  children.  They  are  taught  simple  crafts 
such  as  chair-caning,  carpentry,  embroidery,  and  weaving,  and 
they  tend  a  kitchen  garden.  Like  many  other  places  of  this 
kind,  the  impetus  came  from  the  parent  of  a  retarded  youngster 
for  whom  no  other  provisions  could  be  found. 

The  state  of  Maharashtra  is  in  the  forefront  of  research 
programs  dealing  with  mental  handicaps,  at  the  Vakeel  School 
at  Sewri,  Bombay  and  at  the  SFS  College  Guidance  Centre  Clinic 
for  Mental  Retardation  in  Nagpur.  One  educational  research  pro- 
ject is  an  experiment  with  integrated  classes  at  the  Canossian  High 
School  in  Mahim,  Bombay,  for  educable  mentally  retarded  young- 
sters, who  are  expected  to  profit  from  this  close  association 
with  normal  peers.  . 

Information  concerning  provisions  for  the  mentally  retarded 
in  the  state  of  Delhi  is  limited  chiefly  to  the  capital  area.  The 
private  school  for  the  mentally  retarded  in  Delhi  was  started  in 
late  1964.  It  provides  for  25  boys  and  girls  3i  to  18  years 


60-75 
45-60 
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26  children 


30  or  under 
Untestable 
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63 
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of  age,  with  a  wide  IQ  range.  It  is  operated  by  a  local  associa- 
tion for  the  mentally  retarded  and  another  voluntary  society. 
They  found  that  only  in  recent  years  have  doctors  become  con- 
vinced that  mentally  retarded  children  should  be  educated.  A 
workshop  is  to  be  appended  for  which  they  have  raised  funds 
and  purchased  a  four-acre  plot  of  land.  The  principal  of  the 
school  has  had  training  both  in  England  and  the  U.S.A. 
The  children  are  tested  in  the  government  Child  Guidance  Clinic 
for  diagnostic  purposes  by  a  psychologist  and  social  worker. 
There  are  four  teachers,  three  of  whom  have  had  special  train- 
ing in  other  countries.  Transportation  is  provided;  some  of  the 
children  are  on  the  bus  as  long  as  two  hours.  Fees  range 
from  10  to  50  rupees  a  month  in  terms  of  income,  three  pupils 
paying  no  fees;  for  an  extra  10  rupees  a  month  the  child 
can  have  a  snack  of  milk  and  fruit.  Parent  meetings  are  held 
once  a  month. 


On  the  very  same  day  —  December  1,  1964  —  an  experimental 
school  for  mentally  retarded  children  was  established  in  New 
Delhi  by  the  Department  of  Social  Security  of  the  Government 
of  India.  The  Kasturba  Niketan,  Lajpat  Nagar,  was  located  in 
the  capital  because  it  was  felt  that  this  location  would  provide 
advantages  such  as  collaboration  with  the  All  India  Institute 
of  Medical  Sciences,  the  Central  Institute  of  Education,  and  the 
Child  Guidance  Clinic  of  the  Nursing  CoUege.  This  pilot  project 
parallels  a  similar  project  established  for  the  blind.  The  principal 
of  the  school,  Mrs.  Satyavaty  V.  Char,  is  also  a  member  of 
the  association  operating  the  private  school. 

The  children  accepted  are  those  whose  retardation  results  from 
constitutional  or  hereditary  factors  rather  than  emotional  mal- 
adjustment or  remediable  environmental  factors.  Mental  deficien- 
cy is  thus  defined  as  social  incompetency  due  to  intellectual 
abnormality  which  has  been  developmentally  arrested;  is  of 
constitutional  origin;  obtains  at  maturity;  and  is  essentially  in- 
curable. Children  applying  for  admission  must  be  educable  (with 
LQ.'s  between  50  and  75),  between  six  and  12  years  of  age  if 
they  have  had  no  previous  education,  below  15  years  of  age 
If  they  have  already  had  some  education,  and  should  not  have 
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additional  severe  physical  disabilities  such  as  blindness,  deaf- 
ness, epilepsy,  or  some  other  crippling  condition.  Thus  the  I.Q.'s 
are  higher  than  at  other  schools  for  the  mentally  retarded.  01 
the  places  available,  20%  are  reserved  for  children  from  sche- 
duled Castes  and  Scheduled  Tribes,  unless  there  are  too  few 
such  children  to  fill  the  quota.  The  school  accommodates  85 
residential  pupils  and  15  day  pupils  (60  boys  and  40  girls), 
the  day  pupils  being  transported  by  their  parents.  A  social 
worker  is  in  charge  of  admissions.  There  are  plans  for  including 
later  a  day  nursery  for  younger  children. 

Keeping  in  mind  the  individual  needs  of  the  children,  the 
school  follows  the  basic  curriculum  prescribed  by  the  Delhi 
administration  for  its  primary  schools.  In  addition,  special  atten- 
tion is  given  to  the  development  of  social  attitudes  and  habits, 
muscular  coordination  and  the  activities  of  everyday  life,  per- 
sonal hygiene,  and  hobbies  and  leisure-time  activities.  The 
program  includes  gymnastics,  occupational  therapy,  dramatics, 
and  folk  dancing.  Instruction  is  given  only  in  Hindi.  The  child 
returns  to  the  regular  school  when  possible. 

Instruction  is  free  for  both  residential  and  day  pupils,  as  is  room 
and  board  for  residential  pupils  whose  parents  earn  no  more 
than  500  rupees  a  month.  Those  with  hi^er  incomes  pay  on  a 
graduated  scale.  Routine  medical  care  is  provided  by  a  part-time 
medical  officer.  When  vacations  occur,  parents  are  expected  to 
take  the  children  home  at  their  own  expense. 

Progress  reports  are  provided  for  parents  at  intervals,  and 
parent-teacher  meetings  are  held  periodically.  There  is  an  active 
parent  association,  which  took  part  in  the  1966  conference  on 
mental  retardation  in  New  Delhi  by  making  arrangements  and 
providing  entertainment  for  participants.  The  Executive  Com- 
mittee of  the  association  is  also  composed  of  parents.  At  first 
hostile  and  suspicious,  the  parents  now  want  to  raise  funds  for 
new  equipment  and  other  improvements  (78a). 


The  one-year  teacher-training  course  which  is  part  of  the 
■ogram  of  this  model  school  in  New  Delhi  is  one  of  four 
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programs  for  the  training  of  teachers  of  mentally  retarded  child- 
ren in  India.  The  School  for  Children  in  Need  of  Special  Care 
in  Bombay  has  a  one-year  diploma  course  conducted  by  the 
organization  operating  tlie  school  —  the  Society  for  the  Care, 
Treatment,  and  Training  of  Children  in  Need  of  Special  Care. 
This  society  commented  in  the  prospectus  for  the  teacher-training 
course  that  aside  from  one  or  two  institutions  run  by  private 
agencies  for  children  with  gross  mental  deficiency,  there  had 
been  no  institutional  provision  for  such  youngsters.  Day  schools 
and  day  occupation  centres  were  also  lacking  until  the  establish- 
ment in  1944  of  the  school  run  by  this  society.  For  this  reason 
there  had  been  no  systematic  employment  of  professionally 
trained  teachers  for  mentally  retarded  youngsters.  The  Society 
therefore  decided  to  establish  courses  of  one-year's  duration  for 
these  teachers.  Students  who  apply  must  have  a  degree  in  teach- 
ing. The  curriculum  provides  for  both  theoretical  and  practical 
instruction.  The  diploma  given  by  the  Society  for  the  special 
teaching  of  mentally  retarded  children  is  recognized  by  the  state 
government  of  Maharashtra. 

Other  training  courses  one  year  in  length  are  given  in  Chandi- 
garh by  the  Punjab  Basic  Training  College,  and  at  the  Sharada 
School  in  Ahmedabad,  though  this  latter  program  is  offered  in 
the  Gujarati  language  only.  The  number  trained  in  such  pro- 
grams varies  from  year  to  year.  As  yet,  most  of  the  teachers 
of  mentally  retarded  children  in  India  are  untrained,  and  the 
few  professionals  who  have  been  trained  in  other  countries  usually 
occupy  administrative  positions  (245).  Short-term  programs  de- 
signed for  both  parents  and  teachers  are  offered  by  the  Nagpur 
Mental  Retardation  Clinic,  which  conducts  both  in  Bombay 
and  in  Nagpur  ten-day  lecture  and  workshop  programs  discussing 
the  rehabilitation  techniques  which  can  be  used  for  mentally 
retarded  children  (245). 

Public  attention  has  been  drawn  to  the  needs  of  the  mentally 
handicapped  through  the  celebration  of  an  annual  day  or  week 
for  the  mentally  retaided.  December  8  is  usually  observed  as 
"The  All  India  Day  for  the  Mentally  Retarded,"  with  the  theme 
that  "The  Mentally  Retarded  Can  Be  Helped."    Actually  local 
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groups  may  select  another  spccilic  day  even  though  the  radio 
programs  which  are  part  of  the  observances  usually  occur  on 
December  8.  Other  groups  working  with  the  handicapped  are  also 
being  involved  in  the  celebration  of  this  special  day.* 

Conferences  focused  on  the  mentally  handicapped  have  been 
organized.  The  first  such  meeting  was  the  1 963  Bombay  Seminar, 
followed  by  a  1964  All-India  Seminar  in  Chandigarh  where  the 
first  attempt  was  made  to  establish  an  All-India  Association  on 
Mental  Retardation.  The  Delhi  Society  for  the  Welfare  of 
Mentally  Retarded  Children,  the  only  association  organized  on 
a  regional  or  city-wide  basis,  acted  as  host  for  the  first  All- 
India  Conference  on  Mental  Retardation  held  in  New  Delhi  in 
November  1966,  with  the  All-India  Association  on  Mental 
Retardation  as  a  joint  sponsor  (122).  It  may  be  unfortunate  that 
there  are  now  two  national  organizations  for  the  mentally  re- 
tarded with  overlapping  programs.   It  has  been  suggested  that: 

Efforts  should  be  made  to  amalgamate  or  diversify  their 
approaches  to  the  problems  of  mental  retardation  (245). 

A  new  journal.  The  Indian  Journal  of  Mental  Retardation, 
published  by  the  All-India  Association  on  Mental  Retardation, 
appeared  for  the  first  time  in  January  1968,  and  is  to  have  two 
issues  a  year.  This  is  a  professional  journal  reporting  research 
in  the  field,  rather  than  a  publication  intended  primarily  for 
parents  and  the  general  public. 

A  clearer  legal  definition  of  the  mentally  retarded  as  com- 
pared with  the  mentally  ill  is  needed,  in  order  to  make  possible 
more  distinct  provisions  for  these  two  groups.  Such  a  problem 
is  not  unique  to  India,  since  even  western  countries  still  con- 
fuse mental  retardation  with  mental  illness,  or  combine  them 
in  legislative  provisions  (441).  Legal  restrictions  may  be  placed 
on  an  individual  if  he  is  considered  to  be  a  lunatic,  who  is 
defined  in  the  Indian  Lunacy  Act  of  1912  as  an  idiot  or  a  person 
of  unsound  mind.    But  neither  of  these  categories  was  clearly 


♦  Examples  of  observances  are  found  in  the  April  1968  issue  of  The 
Journal  af  Rehabilitation  in  Asia. 
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described  in  that  Act,  and  certainly  they  did  not  accord  with 
advances  in  understanding  concerning  the  meaning  of  mental 
retardation  and  mental  ilhiess  respectively  (338). 

Also  needed  is  a  clearer  legal  differentiation  between  the  ment- 
ally retarded  youngster  and  the  delinquent  or  incorrigible  youn- 
gster. Adequate  child  welfare  laws  for  the  protection  and 
placement  of  mentally  retarded  children  have  yet  to  be  passed 
and  enforced.  In  states  like  Maharashtra  and  Delhi,  the  ment- 
ally retarded  are  brought  before  the  Juvenile  Courts  or  the  Child 
Welfare  Boards  as  uncontrollable  children  in  order  to  be  admitted 
to  institutions.  Parents  understandably  object  to  following  this 
procedure  in  order  to  secure  services  for  their  mentally  hand- 
icapped children. 

There  is  no  comprehensive  law  in  the  country  to  cover 
the  mentally  retarded  persons  and  provide  institutional 
and  educational  facilities  for  their  proper  care,  treatment 
and  training  (160). 

The  Children's  Act,  enforced  in  most  of  the  states,  covers  only 
children  under  16  years  of  age  in  the  majority  of  these  states, 
with  an  age  differentiation  between  boys  and  girls— an  age  maxi- 
mum of  16  for  boys  aQd  18  for  girls.  The  provisions  apply  to 
neglected  children  or  children  in  need  of  care  and  protection,  and 
those  alleged  to  have  committed  an  offense.  Thus  the  mentally 
retarded  child  would  be  included  only  if  interpretations  were 
made  such  as  to  consider  him  a  socially  deprived  child  needing 
protection,  an  uncontrollable  child,  or  a  child  of  unsound  mind, 
but  no  clearcut  provision  is  made  on  the  specific  basis  of  mental 
retardation  itself. 

Until  such  special  provisions  are  made,  the  needs  of  the  ment- 
ally retarded  must  be  served  by  facilities  not  intended  originally 
for  their  use.  For  example,  the  mentally  retarded  have  increas- 
ingly been  served  by  the  occupational  therapy  departments  of 
large  hospitals,  such  as  the  Occupational  Therapy  Training 
School  at  King  Edward  Memorial  Hospital  in  Bombay.  In  an 
occasional  clinic  limited  facilities  for  education  and  training  also 
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exist,  such  as  at  the  Powawala's  Clinic  in  Bombay  operated  by 
the  Maharashtra  State  Women's  Council,  where  afternoon  classes 
are  held  for  a  few  mentally  retarded  children.  Child  Guidance 
Clinics  also  provide  services  such  as  assessment  and  parent  coun- 
selling (47). 

In  the  Child  Guidance  Clinic  of  the  Tata  Institute  of  Social 
Sciences  in  ,Bombay,  24.13%  of  the  982  cases  referred  during 
a  seven-year  period  from  July  1950  to  June  1957  proved  to  have 
below-normal  I.Q.'s.  Most  of  these  237  children  were  referred 
on  the  basis  of  mental  reardation,  but  the  remainder  were 
referred  primarily  because  of  behavior  problems.  Two  other 
Child  Guidance  Clinics  in  Bombay  report  that  they  too  have  a 
large  number  of  mentally  retarded  children  referred  to  them. 
It  is  evident  that  until  some  other  kind  of  special  service  is 
provided  for  mentally  retarded  children,  the  child  guidance 
centers  must  continue  to  accept  them.  In  addition  to  a  shortage 
of  trained  personnel  and  diagnostic  services,  problems  are  created 
by  the  fact  that  physicians,  pediatricians,  and  even  psychiatrists 
have  up  to  the  present  shown  little  interest  in  this  group  or 
awareness  of  the  nature  and  extent  of  their  needs  (248). 

Dissemination  of  information  throughout  India  concerning  the 
nature  and  number  of  services  currently  available  for  the  ment- 
ally retarded  is  needed.  It  is  important  to  inform  not  only  the 
general  public  but  also  professional  personnel  such  as  physici- 
ans, teachers,  and  social  workers,  who  know  very  little  about 
these  services  at  present.  Before  the  organization  of  the  first  All 
India  Seminar  on  mentally  handicapped  children  held  in  Chan- 
digarh in  1965,  even  the  institutions  for  the  mentally  retarded 
knew  nothing  about  each  other.  The  publishers  of  the  1967 
directory  of  such  institutions  give  credit  to  Dr.  W.  R.  Centerwall 
for  the  earliest  collection  of  such  information.  In  1964  this 
missionary  pediatrician  from  the  Medical  College  in  Vellore  made 
a  study  of  the  incidence  of  phenylketonuria  among  the  mentally 
retarded  by  visiting  all  the  institutions  known  to  exist  at  that  time, 
and  prepared  the  first  Ust  of  such  institutions  that  had  ever 
appeared.  More  complete  information  became  available  at  the 
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All  India  Conference  on  Mental  Retardation  held  in  Delhi  in 
November  1966,  and  at  the  Second  All  India  Seminar  on  Mental 
Retardation  in  Chandigarh  in  May  1967.  Now  with  the  recent 
publication  of  the  1967  directory,  it  is  hoped  that  even  more 
widespread  distribution  of  this  kind  of  information  will  occur, 
especially  if  the  heads  of  all  hospitals,  medical  colleges,  educa- 
tional institutions,  research  centers,  and  other  welfare  agencies 
at  least  order  a  copy  of  this  directory  for  their  libraries  (105). 

Although  much  valuable  work  has  been  done  for  the  mentally 
retarded  by  various  voluntary  organizations,  there  is  a  need  for 
central  coordination  of  their  efforts  (44).  This  could  be  pro- 
vided by  a  special  committee  appointed  by  the  central  govern- 
ment to  function  as  a  permanent  Advisory  Committee  for  the 
Welfare  of  Mentally  Retarded  Children.  This  committee  could 
determine  principles  governing  priorities  in  the  field  of  their 
welfare,  coordinate  public  and  private  teacher-training  programs, 
establish  syllabi  and  minimum  standards  for  institutions,  and 
indicate  the  basis  for  registering  such  children. 

The'  limitations  of  existing  programs  and  services  for  the  ment- 
ally handicapped  are  widely  recognized  in  India.  Suggestions 
for  their  eventual  improvement  include  the  following  (36  187 
288,  311): 


1.  Recognition  of  the  fact  that  the  broad  category  of  the 
"handicapped"  includes  the  mentally  handicapped. 

2.  Incorporation   of  provisions   for   mentally  handicapped 
children  under  a  special  Act  for  their  protection,  care  and  ' 
training  other  than  the  Children's  Act  under  which  they  are 
now  committed  through  the  Juvenile  Courts. 

3.  Bringing  together  of  all  agencies  serving  the  mentally 
handicapped  under  one  department,  either  Education  or 
Social  Welfare. 

4.  Increase  in  subsidies  from  both  central  and  state  govern- 
ments to  provide  more  adequate  financial  support  for  pro- 
grams. 
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5.  Extension  of  the  system  of  government  scholarships  and 
grants  for  education  to  cover  the  mentally  retarded. 

6.  Establishment  of  minimum  standards  for  programs  in  terms 
of  size,  type  of  persons  accepted,  kinds  of  services,  and 
fees.  Limitation  of  size  to  100  persons.  Inclusion  of  a 
Social  Service  department  in  each  institution. 

7.  Increase  in  the  number  of  private  organizations  to  promote 
services  for  the  mentally  handicapped  in  the  various  parts 
of  the  country. 

8.  Better  organized  total  rehabilitation  programs  including  all 
types  of  services  such  as  clinical  and  counselling,  educa- 
tional, recreational,  and  vocational. 

9.  Development  of  citizens'  understanding  of  mental  retarda- 
tion through  widespread  dissemination  of  scientific  in- 
formation. 

10.  Publicizing  of  existing  facilities. 

11.  Expansion  of  additional  facilities  of  all  types — special  re- 
sidential schools,  special  day  schools,  and  special  classes 
at  all  levels  in  the  regular  school. 

12.  Separation  of  custodial  cases  from  the  trainable  and  edu- 
cable. 

13.  Early  referral  for  services;  possible  initial  screening  by 
teachers  in  the  regular  school,  who  should  be  trained  to 
note  characteristics  suggestive  of  subnormality. 

14.  Setting  up  of  more  economical  and  practical  day -care 
programs. 

15.  Formulation  of  more  research  programs  to  collect  data 
to  be  used  as  a  basis  for  planning  services. 

16.  Use  of  institutions  for  field-work  placement  for  students 
of  social  work,  medicine,  and  teaching. 

In  addition,  there  is  recognition  of  the  need  for  assuming  some 
responsibility  for  what  happens  to  the  young  mentally  retarded 
person  after  he  leaves  the  institution,  as  indicated  in  the  follow- 
ing suggestions: 
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1.  Attention  to  rehabilitation  of  youngsters  discharged  from 
institutions. 

2.  Provision  of  vocational  training  particularly  for  the  15-to- 
25  age  group. 

3.  Provision  of  after-care  homes  with  sheltered  workshops 
for  former  inmates  of  residential  institutions  who  cannot 
return  home,  and  hostels  for  those  in  open  employment. 

4.  Inclusion  of  the  mentally  handicapped  in  services  provided 
by  the  special  employment  offices  for  the  handicapped. 

5.  Education  of  the  general  pubUc  and  of  potential  employers 
to  assure  the  mentally  retarded  of  employment  when  tra- 
ining becomes  available. 

The  vocational  problems  of  the  mentally  retarded  have  been 
accentuated  by  continuing  social  and  economic  changes  in 
India.  In  the  quiet,  easy-going  life  of  an  Indian  village,  where 
there  are  many  simple  repetitive  jobs  to  perform,  and  where 
living  accommodations  are  usually  adequate  for  him,  the  mental 
defective  has  had  an  ideal  home.  Here  he  is  accepted  with  love 
in  spite  of  his  limitations,  which  are  less  evident  in  this  setting 
than  in  an  urban  environment,  and  he  is  assured  of  sheltered 
employment  under  the  indulgent  supervision  of  his  village  asso- 
ciates. But  the  shift  from  a  rural  agrarian  to  an  industrialized 
urban  economy  creates  the  problem  of  finding  urban  institutions, 
both  custodial  and  educational,  to  provide  the  mentally  retarded 
with  care  and  with  vocational  training.  Public  misgivings  about 
their  employability  in  these  urban  settings  are  difficult  to  allay, 
particularly  in  the  face  of  rising  general  unemployment  (368). 

Since  India  is  still  primarily  a  rural  agricultural  economy, 
vocational  rehabilitation  of  the  mentally  handicapped  can  inc- 
lude such  activities  as  gardening,  farmwork,  harvesting  crops, 
trimming  hedges,  assisting  in  irrigation,  crude  carpentry,  and 
tinwork  and  ironwork.  For  women  household  occupations  have 
been  emphasized  such  as  cooking,  kitchenwork,  dishwashing, 
simple  embroidery,  tailoring,  and  housecleaning.  A  few  centers 
have  had  such  training  for  many  years,  such  as  the  Parsee  School 
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for  Girls,  Parsee  Colony,  Bombay,  which  also  helps  to  place  the 
girls  in  private  homes,  and  the  Scva  Sadan,  Gamdevi,  Bombay, 
where  the  girls'  domestic  training  includes  drycleaning  and 
practical  nursing.  Placement  of  mentally  retarded  girls  for  dome- 
stic work  in  middle-class  homes  has  of  course  involved  problems 
such  as  possible  exploitation,  too  high  expectations  in.  terms  of 
initiative  and  versatility,  loneliness  and  uneasiness  in  a  cultural 
milieu  different  from  the  girl's  early  experience,  lack  of  indivi- 
dual aptitude  for  domestic  work,  and  the  possibility  of  associated 
emotional  instability. 

Whatever  the  problems  involved,  however,  a  carefully  planned 
and  comprehensive  program  of  services  for  the  mentally  retarded 
must  eventuate  wherever  possible,  as  for  other  handicapped 
persons,  in  the  achievement  of  vocational  usefuhiess  and  an 
integration  into  community  life. 


Chapter  11 


THE  EMOTIONALLY  AND  SOCIALLY  HANDICAPPED 


Part  I:    The  Emotionally  Maladjusted 

Like  other  kinds  of  handicapped  persons,  the  emotionally 
maladjusted  (mentally  ill  and  emotionally  disturbed)  need  rehabi- 
litation. Many  persons  with  physical  handicaps  also  have  emo- 
tional handicaps  and  need  psychological  services  in  addition  to 
medical  and  vocational  services.  For  example,  nearly  two-thirds 
of  the  500  physically  handicapped  persons  included  in  one  study 
were  found  to  be  suffering  from  some  kind  of  psychological 
disturbance  (52). 

Mental  health  services  in  India  are  quite  inadequate  at  the 
present  time.  Rehabilitation  services  for  the  mentally  ill  or 
former  mental  patients  have  tended  to  lag  behind  rehabilitation 
provisions  for  persons  with  physical  handicaps,  as  in  other 
countries. 

It  is  estimated  that  there  are  in  India  at  least  2,000.000  mental 
defectives  and  psychotics  who  need  psychiatric  treatment,  and 
with  the  addition  of  psychoneurotics  the  total  is  between  6,000,000 
and  8,000,000.  The  36  mental  hospitals  in  the  country  provide 
for  only  15,000  patients.  The  central  government  administers 
two  mental  hospitals  at  Ranchi  and  Bangalore  respectively,  and 
there  are  a  few  private  establishments,  but  most  of  the  hospitals 
are  operated  by  state  governments.  They  are  distributed  as 
follows  (274) : 
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Assam 

Madras 

Mysore 

Punjab 

Bihar 

Andhra  Pradesh 
Kerala 

Madhya  Pradesh 

Rajasthan 

Uttar  Pradesh 

West  Bengal 

Jammu  and  Kashmir 

Maharashtra 

Gujarat 


2 
2 
3 
3 
3 
3 
4 
5 
4 


1 
1 
1 


Each  hospital  usually  has  a  full-time  superintendent.  In  hospi- 
tals administered  by  state  governments,  this  superintendent 
works  under  the  Director  of  Medical  and  Health  Services  in  the 
state  concerned.  He  is  usually  assisted  by  one  Deputy  Superin- 
tendent who  takes  charge  when  the  superintendent  is  absent. 
In  addition  there  are  male  and  female  medical  officers  for  the 
male  and  female  divisions  respectively  in  each  hospital,  who  in 
turn  are  assisted  by  nurses  and  in  a  few  places  by  social  workers. 

An  exception  to  the  above  pattern  is  found  at  the  Mental 
Hospital  in  Varanasi  for  the  criminally  insane,  with  a  physician 
in  private  practice  as  a  part-time  superintendent  who  visits  the 
institution  twice  a  week  for  a  few  hours  each  time,  and  who  is 
assisted  by  a  Deputy  Superintendent  and  two  or  three  medical 
officers.  Psychotherapy  usually  is  not  available,  and  the  care 
received  by  patients  is  primarily  custodial.  The  Deput>^ 
Superintendent  has  complained  that  he  himself  is  overburdened 
with  clerical  work,  the  medical  officers  have  too  heavy  a  caseload 
to  perform  satisfactorily,  and  the  attendants,  who  are  not  pro- 
fessionally oriented,  often  mistreat  the  iimiates. 

The  Government  Mental  Hospital  at  Bangalore  has  been 
associated  since  1954  with  the  All  India  Institute  of  Mental 
Health.  The  Hospital  for  Mental  Diseases,  Kanke,  Ranchi,  is. 
administered  by  the  Ministry  of  Health  of  the  central  government 
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with  the  assistance  of  an  Advisory  Committee  comprising  the 
Secretary  of  the  Ministry  of  Health,  the  Deputy  Director-General 
of  Health  Services  (Medical),  New  Delhi,  and  representatives 
from  West  Bengal,  Bihar,  Uttar  Pradesh,  Orissa,  Assam,  and 
Delhi,  including  the  Superintendent  of  the  hospital.  All  costs  are 
paid  by  the  central  government,  while  the  state  governments  pay 
for  patients  admitted  from  their  states,  this  admission  being 
based  on  a  quota  of  beds  for  each  state.  The  patients  them- 
selves pay  only  a  fraction  of  the  costs  of  their  stay,  except  for 
"independent"  cases  admitted  outside  these  channels,  in  which 
case  the  charges  are  borne  by  the  fmtient  or  his  relatives. 

There  are  several  psychiatric  institutions,  most  of  them  located 
in  Bombay  and  Calcutta,  which  are  administered  privately,  some 
on  a  non-profit  basis.  Bangiya  Unmad  Asram  is  the  only  mental 
hospital  in  India  \^'here  treatment  is  administered  entirely  on  the 
basis  of  the  Indian  system  of  medicine.  Nur  Manzil  Psychiatric 
Centre  in  Lucknow  is  supported  by  the  Methodist  Church,  and 
provides  complete  diagnostic  and  treatment  facilities,  but  the 
costs  here  are  too  high  for  the  average  person  to  meet  (274). 

The  effectiveness  of  the  mental  hospitals  is  said  to  be  hmited 
by  a  number  of  factors:  (1)  their  isolation  and  lack  of  contact 
with  the  normal  community;  (2)  the  outdated  nature  of  the  Indian 
Lunacy  Act.  1912.  governing  the  admission,  care,  and  treatment 
of  psychotics;  (3)  lack  of  adequate  financial  support;  and  (4) 
general  indifference  of  the  public  and  of  the  government  toward 
the  reconsideration  of  mental  health  needs.  Goals  must  be 
changed  from  custodial  to  therapeutic,  though  there  is  at  present 
little  modern  equipment  or  training  for  this  purpose.  The  Health 
Survey  and  Planning  Committee  has  outhned  inexpensive  pilot 
preventive  mental  health  projects,  but  these  suggestions  have  not 
yet  been  implemented  (274). 

The  1946  Bhore  Committee  Report  stressed  the  fact  that  men- 
tal health  administration  is  an  area  of  specialization  to  which  the 
persons  involved  need  to  devote  their  entire  lives  in  order  to 
accumulate  the  necessary  experience  and  perspectives.  Another 
survey  eleven  years  later  indicated  that  a  rapid  shift  from  custo- 
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dial  to  treatment  orientation  of  services  was  still  needed.  The 
Mudaliar  Committee  underscored  the  problem  of  meeting  mental 
health  needs  by  pointing  out  that  the  ratio  of  mental  patients  is 
not  less  than  two  per  1,000  of  the  general  population,  which  indi- 
cates 'that  at  least  a  million  persons  in  India  require  hospitaliza- 
tion, without  including  mental  defectives  and  epileptics  who 
average  about  five  per  1,000.  There  is  practically  no  provision 
for  the  education  of  mental  defectives,  and  general  hospitals 
have  inadequate  facilities  for  treating  the  psychoneurotic  (274). 

Most  of  the  mental  hospitals  are  governed  by  the  Indian 
Lunacy  Act  1912,  which  needs  an  overall  revision.  The  obsolete 
character  of  the  laws  determining  the  reception,  care,  and  treat- 
ment of  the  mental  patient  has  hampered  progress.  The  Govern- 
ment of  India  has  been  preparing  a  draft  of  amendments  for  the 
Lunacy  Act  but  so  far  no  action  has  been  taken  (274). 

Under  the  Lunacy  Act  mental  patients  are  separated  into  four 
"classes.*'  The  first  three  are  for  paying  patients,  and  the  place- 
ment of  the  patient  is  determined  by  his  ability  to  pay.  The 
fourth  class  is  for  non-paying  patients.  This  built-in  class 
system  violates  the  modern  concept  that  mental  illness  is  not  the 
patient's  fault  or  responsibility  and  that  he  is  entitled  to  ade- 
quate care  and  treatment  regardless  of  his  socio-economic  status 
(274). 

It  was  reported  at  a  Bombay  conference  in  January  1968  that 
there  were  then  26  government  mental  hospitals,  eight  private 
institutions  for  the  mentally  ill,  and  a  few  psychiatric  out-patient 
departments  in  the  various  general  hospitals  in  large  cities  like 
Bombay,  Calcutta,  and  Delhi.  In  most  cases  the  services  are 
directed  by  psychiatrists  who  understand  the  important  role  of 
occupational  therapy  in  treatment  programs.  However,  many 
of  the  so-called  "Occupational  Therapy  Departments"  are  run 
by  personnel  who  lack  a  basic  understanding  of  the  nature  and 
purpose  of  occupational  therapy.  The  central  government  has 
recommended  that  at  least  one  occupational  therapist  be  appoint- 
ed for  every  250  hospital  in-patients,  but  many  of  the  positions 
created  have  not  been  filled  for  as  long  as  five  years  for  lack  of 
trained  personnel.  Only  15  to  20  of  350  occupational  therapists  in 


THE  EMOTIONALLY  AND  SOCIALLY  HANDICAPPED  305 

India  are  working  in  the  psychiatric  field.  Suggested  reforms  include 
clinical  experience  in  psychiatric  work  during  their  training  pro- 
gram; treating  them  as  full  members  of  the  professional  team  in 
the  hospital;  giving  them  better  pay;  and  organizing  short-term 
orientation  courses  in  occupational  therapy  for  the  other  pro- 
fessional personnel  in  psychiatric  institutions  (226). 

Experiments  are  now  bemg  conducted  concerning  the  use  of 
occupational  therapy  programs  in  mental  hospitals.  One  such 
program  was  developed  at  the  Hospital  for  Mental  Diseases  in 
Ranchi,  to  which  is  attached  one  of  the  graduate  training  centers 
in  Psychiatry.  The  occupational  therapy  is  differentiated  from 
recreational  and  work  therapy,  though  the  three  forms  of  course 
overlap  at  times.  Shortages  of  funds  and  of  trained  personnel 
prevent  as  yet  any  widespread  inclusion  of  such  services  in  the 
treatment  of  the  mentally  ill,  but  at  least  a  beginning  has  been 
made  especially  in  the  direction  of  stressing  the  need  for  these 
services  in  their  treatment  (354,  355). 

Hospital  architecture  also  needs  considerable  improvement, 
for  although  some  hospitals  like  the  mental  hospital  at  Agra  are 
adding  new  wards  and  buildings,  too  many  remain  hke  the  mili- 
tary barracks  and  prison-like  cells  of  the  mental  hospitals  at 
Bareilly  and  Varanasi. 

Rapid  development  of  facilities  for  training  psychiatric  per- 
sonnel is  urgently  needed.  There  must  be  some  means  of  attract- 
ing professional  personnel  to  the  field  of  mental-hospital  service. 
Psychiatric  social  workers  are  needed  in  each  hospital,  but  the 
Mental  Hospital,  Madras,  is  probably  the  only  institution  em- 
ploying as  many  as  14  psychiatric  social  workers,  and  the  mental 
hospitals  of  Uttar  Pradesh  and  many  other  states  have  no  social- 
work  services  at  all  (274). 

At  present  any  rehabilitation  of  the  mental  patient  that  may 
occur  results  from  the  initiative  of  individual  social  workers. 
Patterns  of  rehabilitation  services  should  be  organized  as  com- 
munity welfare  projects,  with  eventual  provision  for  them  at  the 
state  level  (418).   This  could  lead  to  the  organization  of  a  com- 
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prehensive  communily  mental  health  program,  to  provide  neces- 
sary services  through  a  system  of  psychiatric  units  for  all  types 
of  mental  disorder  and  emotional  problems,  with  adequate  con- 
sultant service  for  families,  courts,  and  public  and  private  health 
and  welfare  agencies  (274). 

Only  in  the  past  few  years  have  special  units  been  established 
in  mental  hospitals  for  the  in-patient  treatment  of  adolescents. 
Cases  include  varied  forms  of  maladjustment,  in  the  family,  at 
school  or  at  work,  and  toward  society  —  personality  disorders, 
and  some  psychotic  patterns.  Ages  range  from  12  to  17.  The 
Adolescent  Unit  at  Hangor  Village  Hospital  is  separate  from  the 
resit  of  the  hospital;  it  consists  of  a  villa  with  two  wards  for 
eight  boys  and  for  eight  girls.  The  sexes  are  separated  in  the 
wards  and  day-rooms,  but  they  come  together  for  school  classes 
and  for  occupational  therapy.  There  is  a  special  school  with 
two  teachers  within  the  hospital  grounds;  the  youngsters  attend 
classes  four  mornings  and  two  afternoons  per  week.  Normal 
education  is  provided,  although  material  is  adjusted  as  much  as 
possible  to  meet  individual  needs.  The  group  occupational 
therapy  activities  include  art  and  handicrafts,  music  appreciation, 
reading  of  plays,  dancing,  and  physical  exercises.  There  is  also 
drawing  with  pencil  and  crayon  (both  individual  and  group 
instruction);  water-color  painting;  basket-making  and  pottery; 
woodwork  with  outlets  such  as  haimnering  and  sawing  for  boys; 
knitting,  embroidery,  and  simple  dressmaking  for  girls;  writing 
of  plays  for  the  puppet  theatre,  plus  the  making  of  puppets. 
The  occupational  therapist  may  also  serve  as  a  confidante  and 
advisor  in  matters  such  as  dress  (252). 

Emotionally  maladjusted  children  and  adults  are  served  by 
the  Bombay  Children's  Aid  Society,  which  has  established  a 
home  for  mentally  deficient  children.  In  India  as  in  other  coun- 
tries no  clearcut  distinction  has  yet  been  made  between  the  emo- 
tionally disturbed  and  those  with  limited  intellectual  capacity. 
Mental-health  facihties  and  services  thus  usually  include  the  men- 
tally retarded,  and  the  starting  point  for  provisions  of  assistance 
for  those  with  emotional  problems  is  often  a  center  with  general 
services  for  the  mentally  retarded.    For  example,  in  the  states 
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of  Delhi,  Madhya  Pradesh,  and  Madras  four  organizations  for 
retarded  children  have  been  established  which  are  officially  con- 
sidered to  be  mental  health  services,  and  the  Indian  Council  of 
Mental  Hygiene  has  started  a  Demonstration  Child  Guidance 
Clinic  to  help  such  children.  One  agency  with  differentiated 
mental  health  services  is  the  Indian  Institute  of  Mental  Health 
and  Human  Relations,  a  psychotherapeutic  center  offering  clini- 
cail  services  for  all  age  groups  for  the  promotion  of  mental 
health;  is  1953,  for  example,  it  organized  maternity  and  child 
welfare  clinics  to  aid  expectant  mothers  with  nervous  disorders 
(274). 

The  number  of  emotionally  disturbed  children  treated  in  Child 
Guidance  Clinics  continues  to  be  hmited  by  the  fact  that  for 
lack  of  alternative  provisions  many  mentally  retarded  children 
are  brought  to  these  clinics  for  assessment  and  referral  even 
though  no  emotional  problems  are  involved.  When  these  needs 
can  be  met  in  other  programs,  the  limited  Child  Guidance  faci- 
lities should  become  available  for  a  larger  number  of  maladjust- 
ed children.  Such  a  development  will  be  accelerated  when  a 
clearer  distinction  is  made  between  the  needs  of  the  mentally  ill 
and  of  the  mentally  retarded,  categories  which  are  still  illogically 
grouped  together  in  the  thinking  and  planning  of  even  highly 
developed  countries. 

The  amount  of  research  dealing  with  the  problems  of  mental 
illness  and  emotional  maladjustment  is  steadily  increasing.  The 
Indian  Journul  of  Psychiatry,  published  by  the  Indian  Psychiatric 
Society,  has  drawn  attention  to  the  need  for  basic  research  ,  in 
solving  problems  related  to  the  identification,  treatment,  and 
rehabihtation  of  the  mentally  ill.  An  example  of  the  growing 
interest  in  a  research  approach  is  that  of  a  1967  study  of  100 
preschool  children  attending  a  play  center  in  a  suburban  com- 
munity, of  whom  30  manifested  abnormal  behavior.  The  defini- 
tion of  normality,  methods  of  obtaining  information,  and  inter- 
pretations of  data  were  all  carefully  considered  in  this  ques- 
tionnaire-and-interview  investigation  (415). 
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It  can  be  expected  that  the  dislocations  attending  India's  gra- 
dual shift  from  a  simpler  agricultural  economy  to  a  more  com- 
plex industrialized  one,  the  movement  from  village  to  urban  life, 
and  the  breakdown  of  the  extended-family  system,  will  inevitably 
produce  more  of  the  kind  of  emotional  problems  found  with 
increasing  frequency  in  western  cultures,  where  such  changes  be- 
gan at  an  earlier  time.  As  in  these  other  countries,  there  will 
be  a  growing  realization  of  the  need  for  a  broader  program  of 
mental  health  services  to  aid  those  affected  by  a  developing 
"age  of  anxiety." 


□ 
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Part  11:    The  Socially  Maladjusted 

In  India  social  maladjustment  is  increasingly  defined  as  a 
handicap  which  is  most  amenable  to  treatment  through  reha- 
bihtation  services. 

Industrialization  and  urbanization  are  related  to  the  growing 
problem  of  delinquency.  Recent  studies  have  found  the  chief  types 
of  delinquent  behavior  to  be  truancy,  gambling,  drinking,  sexual 
offenses,  smoking,  and  going  to  movies,  though  there  was  no 
indication  as  to  why  the  last  two  were  listed  as  delinquencies. 
The  chief  causes  seemed  to  be  unhappy  home  hfe,  parental 
negligence,  over-indulgence,  poverty,  and  death  of  parents  (455, 
456,  457). 

The  classification  of  juveniles  for  determining  responsibility  for 
antisocial  acts  was  an  initial  problem  in  making  these  studies. 
Whereas  the  Indian  Penal  Code  1860  specified  that  a  child  under 
seven  years  of  age  is  not  responsible  for  any  offense  he  commits, 
the  Bombay  Children  Act  1948  extended  this  age  to  12  and  called 
the  child  between  the  ages  of  seven  and  16  who  commits  an 
offense  a  "youthful  Offender"  (387).  The  national  Children's 
Act  defines  a  juvenile  as  a  person  under  18  years  of  age,  but 
Section  6  of  the  Probation  of  Offenders  Act  gives  protection  to 
persons  up  to  the  age  of  21.*  Provision  for  a  corrective  approach 

*  Other  legislative  provisions  that  affect  delinquent  youth  are  discussed 
in  the  section  on  Child  Welfare  Services,  since  many  of  the  laws  and 
related  services  concern  both  neglected  and  delinquent  children. 
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when  dealing  with  children  who  are  in  trouble  with  the  law  was 
made  in  various  sections  of  the  Criminal  Procedure  Code  (1898), 
which  followed  Reformatory  Schools  Acts  in  1876  and  1897 
that  established  reformatory  schools  for  delinquents  below  the 
age  of  16  and  made  it  possible  to  release  boys  on  probation. 
State  legislation  based  on  this  national  legislation  has  been  passed. 

Public  concern  in  Bombay  over  the  mistreatment  of  children 
before  and  after  delinquent  acts  led  to  the  Bombay  Children  Act 
1924,  amended  in  1948.  The  Union  (national)  Children  Act  of 
1 960  deals  with  only  three  types  of  children  —  destitute,  uncontroll- 
able, and  young  offenders  —  but  the  Bombay  Act  deals  with 
four  types  —  destitute,  uncontrollable,  victimized,  and  delinquent. 
Implementation  of  this  Act  depends  on  juvenile  courts,  the 
police,  various  institutions,  probation  officers,  remand  homes, 
after-care  hostels  and  child  guidance  clinics.  There  is  consider- 
able variation  in  the  way  in  which  the  functions  of  these  various 
agencies  are  coordinated.  Lack  of  a  sufficient  number  of  institu- 
tions, or  adequately  operated  institutions  for  physically  or  men- 
tally handicapped  children  leads  to  conditions  of  overcrowding  and 
long  waiting  periods  in  remand  homes.  Placement  is  sometimes  in- 
appropriate for  lack  of  careful  prior  investigation  of  the  child's 
needs.  Schools  for  incorrigible  children  do  not  meet  their  needs 
because  they  are  either  too  open,  which  permits  easy  running 
away,  or  too  large  and  overcrowded,  with  no  individual  attention 
(223). 

Although  most  states  have  regular  police  who  deal  with  juvenile 
offenders,  Maharashtra  and  one  or  two  other  states  have  special 
police  units  called  Juvenile  Aid  Police  Units  for  this  purpose, 
including  both  men  and  women.  The  Bombay  Children  Aid 
Society  was  asked  in  1953  to  train  and  organize  the  first  unit 
of  this  kind.  The  functions  of  these  units  are  gradually  being 
made  more  comprehensive,  with  an  emphasis  on  prevention  and 
on  public  understanding.  The  Juvenile  Court  stresses  informal 
procedures,  protection  and  rehabilitation  of  child  offenders,  and 
safeguarding  of  the  rights  of  both  children  and  adults.  The 
workers  handling  the  social  treatment  of  the  youthful  offender 
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are  probation  officers,  institutional  case  workers,  after-care 
workers,  and  superintendents  of  institutions,  in  addition  to  medi- 
cal officers.  Physical  training,  recreation,  and  more  attractive 
clothing  and  housing  arrangements  are  being  emphasized.  Since 
most  children  coming  to  the  institutions  are  educationally  back- 
ward and  have  little  interest  in  education  as  such,  practical  or 
vocational  training  is  stressed.  A  larger  proportion  of  trained 
professional  personnel  versus  untrained  employees  is  needed 
(387). 

After-care  services  are  being  expanded  through  the  efforts  of 
groups  such  as  the  Maharashtra  Probation  and  After-Care  Asso- 
ciation and  the  Navajeevan  Mandal,  Poona,  which  provide  some 
hostel  facilities.  Impetus  for  such  expansion  was  given  by  the 
1958-59  state  program  in  which  a  network  of  district  shelters, 
reception  centers,  and  state  homes  was  estabHshed.  This  network 
accelerates  the  rehabilitation  process  for  persons  from  correctional 
institutions  and  for  those  from  institutions  for  the  destitute  and 
for  the  physically  handicapped.  These  centers  provide  supplement- 
ary treatment  and  training  aimed  at  eventual  integration  into  the 
normal  community,  and  are  examples  of  coordination  of  public 
and  voluntary  agencies.  There  are  four  State  Homes  (one  for 
males  and  three  for  females)  with  a  total  capacity  of  300, 
and  four  District  Shelters  and  ten  Reception  Centres  with  a 
maximum  capacity  of  350.  There  is  more  turnover  at  these 
shelters  and  centers  than  at  the  homes.  The  development  of 
provisions  to  take  care  of  waifs  and  potential  delinquents  has 
been  slow.  Many  physically  and  mentally  handicapped  children 
are  among  those  who  roam  homeless  through  the  streets  of 
industrial  cities.  Sir  Rustom  Masani  in  1915  tried  to  focus 
attention  on  the  needs  of  the  waifs  of  Bombay,  but  it  took  nine 
years  to  secure  the  Bombay  Children  Act  and  three  more  years 
to  obtain  machinery  to  implement  the  Act.  It  took  still  another 
12  years  for  the  first  cottage-type  institution  to  appear,  though 
this  model  institution  at  Chembur  suffered  neglect  during  World 
War  II  (387). 

An  adequate  probation  system,  with  "Home  Treatment"  in- 
volving suspension  of  punishment  and  provision  for  personal  care 
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and  supervision  in  the  youngster's  own  home,  is  needed.  This 
system  is  authorized  by  the  Central  Probation  of  Offenders  Act, 
1958,  in  the  state  of  Rajasthan,  and  has  been  put  into  effect 
in  all  its  26  districts.  This  Act  stipulates  that  the  courts  may 
consider  the  possibility  of  probation  for  offenders  under  21 
as  for  those  over  21.  For  a  person  under  21  who  has  committed 
an  offense  not  punishable  by  life  imprisonment,  the  court  shall 
not  pass  sejntence  without  recording  its  reasons  for  doing  so, 
and  before  ordering  release  under  probation  the  court  shall 
take  into  consideration  the  report  of  the  Probation  Officer  if 
one  has  been  concerned  with  the  case.  The  state  government  has 
appointed  a  District  Probation  Officer  in  each  of  the  25  districts 
to  undertake  the  probation  work  in  addition  to  his  duties  as 
Social  Welfare  Officer  (457). 

The  Probation  of  Offenders  Act  thus  distinguishes  between 
offenders  below  21  and  those  above  that  age,  and  also  between 
those  guilty  of  offenses  punishable  by  death  or  life  imprison- 
ment and  those  whose  offense  carries  a  lighter  punishment. 
Judges  have  absolute  authority  in  making  decisions  regarding 
those  over  21,  but  for  those  below  21  an  injunction  is  issued 
to  the  court  not  to  imprison  them  unless  there  is  clearcut  evidence 
that  this  is  necessary  and  justifiable.  Though  the  testimony  of 
the  probation  officer  is  important  in  this  determination,  the 
reports  of  these  officers  are  not  always  called  for  by  the  court 
(457). 

The  problem  of  rehabilitation  for  delinquents  may  be  especially 
complex  in  the  case  of  youngsters  coming  from  certain  tribes  with 
very  poor  living  conditions,  poor  home  situations,  and  adult 
encouragement  of  antisocial  behavior,  as  indicated  by  a  study 
of  25  delinquents  coming  from  the  Bhil  tribe  in  Rajasthan  (228). 

Group  delinquency  is  a  matter  of  increasing  concern  to  police, 
who  previously  have  been  preoccupied  with  adult  crime.  A  two- 
year  study  was  made  of  40  juvenile  gangs  in  Varanasi  City 
based  on  interviews  with  law  enforcement  officials,  parents, 
teachers,  and  others  working  with  these  youths.  The  delinquents, 
prey  on  the  thousands  of  pilgrims  who  come  to  bathe  in  the 
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holy  water  of  the  Ganges.  The  social  structure  of  the  city  is 
generally  permissive,  with  weak  control  over  its  children.  Steal- 
ing is  the  most  common  oftense  (80%  of  the  cases).  (One  factor 
pointed  out  is  the  continuing  attitude  of  local  police  that  the 
control  of  delinquents  is  primarily  the  responsibility  of  parents, 
teachers,  and  peers,  and  their  feeling  of  hostility  toward  welfare 
agencies  and  social  workers). 

Most  children  sent  to  an  institution  are  found  to  be  emotion- 
ally disturbed  to  a  serious  extent.  During  the  year  1964,  25,433 
boys  and  2,706  girls  appeared  before  juvenile  courts  in  India,  of 
whom  23%  were  sent  to  institutions.  Such  institutions  in  that 
year  included  98  remand  homes,  119  children's  homes,  and  108 
certified  approved  schools.  The  primary  purpose  of  the  institution- 
aUzation  is  not  to  punish  the  child  but  to  help  hiin  by  teaching 
him  self -discipline,  self-respect,  and  self -direction.  The  incidence 
of  emotional  problems  and  personality  disturbances  among  them 
has  led  to  the  development  of  a  new  service  of  cottage  parents 
or  house  parents.  Since  many  of  the  children  have  previously 
experienced  disturbed  family  relationships,  the  importance  of 
adequately  selected  and  trained  cottage  parents  is  stressed  (159). 

The  problems  of  juvenile  vagrancy  and  begging  led  the  Social 
Welfare  Department  of  Uttar  Pradesh  in  1955-56  to  open  an 
institution  for  50  children  under  16  years  of  age  who  were 
generally  destitute  or  who  came  from  a  poor  socio-economic 
background.  This  school  sought  to  protect  them  from  exploitation 
and  to  give  them  useful  trade  training.  The  state  Jail  Depart- 
ment operates  two  care  institutions  for  juvenile  delinquents  at 
Bareilly  and  Lucknow,  which  have  programs  of  general  educa- 
tion, trade  training,  physical  education,  and  recreational  activities 
(269). 

In  each  of  the  13  districts  where  the  Children  Act  of  1951 
is  being  enforced  in  the  state  of  Uttar  Pradesh,  a  special  Juvenile 
Court  has  been  established,  a  Reformation  Officer  has  been 
appointed  to  supervise  the  youthful  offenders  placed  under  his 
jurisdiction  by  the  Juvenile  Court,  and  an  Observation  Home 
or  detention  center  has  been  organized.  Three  Approved  Schools 
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(reformatories)  have  been  founded  by  the  state  gcivernment  for 
youngsters  admitted  by  action  of  the  Juvenile  Courts.  Here  they 
obtain  general  education  as  well  as  vocational  training  in  car- 
pentry, tailoring,  cane-work,  basket-making,  and  hosiery-making. 
These,  however,  are  only  for  boys,  and  another  such  school  is 
needed  for  girls.  Suitable  orientation  and  training  for  police 
officers  is  also  needed,  since  treatment  of  offenders  is  often 
"outmoded  and  rigid."  Observation  homes  need  teachers  for 
general  education  and  craft  instruction  (269). 

In  1961  the  Uttar  Pradesh  State  government  approved  a  budget 
for  establishing  one  Approved  School  in  Lucknow,  a  custodial 
and  correctional  institution  for  100  juvenile  delinquents.  The 
school  building  is  old  and  inadequate  and  has  no  playground. 
A  psychosocial  study  of  the  boys  was  made  by  means  of  inter- 
views and  questionnaires.  Most  were  13  to  15  years  old,  and 
two-thirds  came  from  urban  areas,  from  middle  or  lower  middle 
class  homes.  Of  the  misdeeds,  44%  were  convicted  for  vagrancy, 
30%  for  theft,  and  24%:  for  picking  pockets.  About  70%  came 
from  undesirable  or  broken  homes,  and  only  2%  belonged  to 
well-to-do  families;  48%  were  indifferent  toward  their  homes, 
and  29'%  actively  disliked  their  past  home  life.  In  large  families 
the  younger  children  more  frequently  become  delinquents  be- 
cause the  first  few  children  receive  more  attention  and  care 
from  the  parents  (359). 

It  was  felt  that  the  treatment  methods  were  inadequate.  The 
training  program  was  unsystematic,  the  scope  of  this  training  was 
limited,  and  the  school  itself  lacked  adequate  equipment,  recrea- 
tion, and  cultural  activities.  Discipline  was  poor,  and  attitudes 
of  school  authorities  and  inmates  toward  each  other  negative.  It 
was  recommended  that  efforts  be  made  to  create  a  happy  environ- 
ment with  ample  outlets  in  sports,  education,  and  practical  training. 

A  comprehensive  plan  to  prevent  or  to  deal  with  delinquency 
must:  (1)  protect  childen  from  unfavorable  living  conditions  that 
involve  moral  danger,  cruelty,  exploitation,  or  neglect;  (2)  take 
steps  to  prevent  situations  from  arising  which  lead  to  maladjust- 
ment and  delinquency,  including  the  prevention  of  begging,  tru- 
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ancy.  and  vagrancy  or  waywardness;  (3)  control  social  influences 
harmful  to  children;  and  (4)  give  technical  and  non-institutional 
guidance  to  delinquents,  potential  delinquents,  and  their  families 
at  designated  centers  (456). 

Better  coordination  of  efforts  to  prevent  and  to  deal  with  anti- 
social behavior  is  needed.  In  1968  the  Ministry  of  Home  Affairs  of 
the  Government  of  India  decided  to  coordinate  the  work  of  police 
forces  all  over  the  country,  and  also  to  coordinate  all  official  and 
unofficial  Social  Defence  agencies  in  programs  of  crime  prevention. 
This  decision  resulted  from  awareness  that  crime  had  increased 
faster  than  the  population  growth  itself  would  explain;  for  exam- 
ple, from  1961  to  1966  the  number  of  recorded  crimes  increased 
from  626,651  to  794,733,  or  an  increase  in  the  crime  rate  per 
100,000  population  from  143.0  to  159.4.  In  one  year,  from  1965 
to  1966,  there  was  a  3%  increase  in  the  total  number  of  arrests. 
The  percentage  increase  in  1965-66  was  highest  for  the  city  of 
Madras  (59.0%)  and  for  the  city  of  Bombay  (33.9%),  with 
crime  rates  per  100,000  for  these  two  cities  of  551.4  and  557.6. 
In  India  as  a  whole  juvenile  delinquency  rose  5.2%  in  that  year! 
and  61.8'%  of  the  offenders  were  in  the  age  group  between  16 
and  21,  though  juvenile  crime  constituted  only  2.8%  of  the  crime 
total  for  1966.  Although  the  crime  and  arrest  rates  are  lower 
than  m  most  western  countries,  there  is  concern  about  the  rate 
of  mcrease,  and  the  fact  that  about  1,200,000  persons  go  to  pri- 
son each  year,  and  the  daily  prison  population  averages  155.000 
(456). 

llie  dimensions  of  crime  in  India  are  not  nearly  so  serious  as 
m  the  U.S.A.  For  example,  while  there  were  143,179  "cognisable 
offences"  in  1966  in  the  most  heavily  populated  state  of  India 
(Uttar  Pradesh),  with  an  average  of  172.5  cases  per  100,000  of  the 
general  population,  there  were  at  that  time  in  the  state  of  California 
419,788  cases,  or  4,904.6  cases  per  100,000  of  the  state's  population 
But  these  figures  are  rising  in  India  as  elsewhere,  since  the  overall 
1966  Indian  average  of  159.4  per  100,000  of  the  population  has  in- 
creased from  an  average  of  143.0  in  just  five  years. 

In  spite  of  this,  the  actual  number  of  persons  held  in  prisons 
has  decreased  because  of  increasing  stress  on  systems  of  parole  and 
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probation.  Imprisonment  or  punishment  is  not  the  answer.  Genu- 
ine rehabilitation  of  offenders  must  be  the  ultimate  goal  (455, 
456,  457,  458). 

The  role  of  the  Police  has  .  .  .  changed  from  that  of  an 
oppressive  and  coercive  law-enforcing  agency  to  that  of 
a  social  welfare  agency  (13). 

Emphasis  on  correction  rather  than  punishment  is  illustrated 
by  changes  introduced  in  some  areas  in  Gujarat  in  1967.  In  Sept- 
ember of  that  year  a  Jail  Guards  Training  School  was  started  in 
Sabarmati,  with  academic  and  physical  training  for  this  group,  and 
headed  by  a  Jail  Officer  who  is  a  trained  social  worker.  Prisoners 
with  sentences  of  less  than  six  months  are  kept  in  sub-jails,  with 
further  distinctions  in  accommodation  made  for  those  16  to  23 
years  old,  for  women,  and  for  those  with  contagious  diseases.  An 
Open  Jail  in  Amreli,  started  in  February  1968,  provides  a  further 
stage  between  imprisonment  and  return  to  the  normal  community. 
Efforts  are  being  made  to  classify  and  treat  prisoners  on  the  basis 
of  the  diagnostic  assessment  of  a  variety  of  medical,  personal,  and 
social  factors.  Vocational  training  programs  are  now  offered  in 
carpentry,  soap-making,  leather-work,  tape-making,  and  agricul- 
ture, with  emphasis  on  basic  academic  and  social  education  when 
necessary  (342). 

In  line  with  the  1955  United  Nations  Standard  Minimum  Rules 
for  the  Treatment  of  Prisoners,  the  Government  of  India  recom- 
mended that  states  include  in  their  official  plans  provisions  for  ap- 
pointing welfare  officers  to  keep  in  touch  with  prisoners  while  in 
jail  and  after  their  release,  and  also  to  act  as  liaison  between  them 
and  their  families.  Some  beginnings  have  been  made  in  attaching 
such  officers  to  important  jails  in  several  states.  In  Delhi  there  are 
two  sets  of  welfare  officers,  one  to  work  with  prisoners  while  in 
jail  and  the  other  provided  by  the  Social  Welfare  Department  to 
assist  the  ex-prisoner  in  his  community  adjustments.  The  welfare 
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officer  is  supposed  to  be  between  21  and  30  years  of  age,  with  a 
degree  or  diploma  in  professional  social  work  (158).* 

Rising  rates  of  delinquency  and  crime  are  probably  an  inevitable 
consequence  of  the  accelerating  social  processes  of  industrialization, 
urbanization,  and  diminishing  sense  of  responsibility  of  family  and 
community  for  their  members.  But  an  intensive  study  of  the  causes 
of  antisocial  behavior,  provision  of  a  greater  variety  of  social  ser- 
vices, improvement  in  the  procedures  and  facilities  for  dealing  with 
offenders,  and  emphasis  on  rehabilitation  rather  than  punishment 
are  expected  both  to  reduce  the  rate  of  increase  and  to  return  more 
offenders  to  a  useful  life. 

*  Improvements  in  the  system  of  after-care  for  delinquents  and 
destitutes  are  being  Based  on  iie&earoh  such  as  a  6i  year  project  on  the 
theme  —  "Impact  of  Institutions  on  Socially  Handicapped  Children" 
undertaken  since  1965  by  Mr.  D.  Gokhale,  Hony.  Research  Director, 
Research  Bureau  of  the  Indian  Council  for  Social  Welfare,  Bombay, 
with  a  grant  from  S.R.S. 
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Chapter  12 


SUMMAllON 
THE  ROLE  OF  VOLUNTARY  SOaETIES 

Voluntary  organizations  have  made  important  contributions  in 
the  development  of  programs  for  the  handicapped  from  the  time 
services  v^ere  initiated  down  to  the  present. 

When  India  became  independent,  ambitious  plans  for  a  welfare 
state  envisioned  a  primary  role  for  government,  with  a  gradual  re- 
duction in  the  need  for  voluntary  services  for  the  handicapped. 
The  magnitude  of  the  task  soon  made  it  clear,  however,  that  volun- 
tary organizations  were  essential  in  helping  to  provide  the  quantity 
of  services  needed  and  in  upgrading  the  quality  of  services.  It  was 
evident  that  the  most  fruitful  pattern  would  be  one  of  intimate 
collaboration  between  government  and  voluntary  agencies.  As  a 
result  voluntary  groups  continued  to  increase  in  number.  There  are 
at  present  over  600  registered  organizations,  which  get  either  com- 
plete financial  support  from  the  government,  as  in  the  case  of  the 
Family  Planning  Programme,  or  a  major  portion  of  their  expenses 
(434).  In  Madras  State  the  total  of  197  such  organizations  that 
had  appeared  between  190]  and  1951  increased  to  411  between 
1951  and  1965  (295). 

A  complete  oflicial  hst  of  all  functioning  voluntary  societies,  with 
a  description  of  tlieir  purposes  and  activities,  is  still  needed.  The 
Central  Social  Welfare  Board  has  a  list  of  the  organizations  it  lias 
aided,  but  this  list  shifts  from  year  to  year,  and  not  all  existing 
voluntary  societies  are  included  in  any  single  annual  tabulation. 
Thus  there  is  no  central  listing  of  approved  voluntary  associations 
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such  as  the  one  published  in  England  by  the  Central  Council  for 
Ihe  Disabled. 

The  National  Archives  of  India  maintain  records  providing  det- 
ailed information  concerning  the  development  of  voluntary  agen- 
cies during  the  eighteenth  and  nineteenth  centuries.  Ihis  voluntary 
work  started  primarily  on  a  religious  basis,  and  was  influenced  by 
the  ideas  though  not  necessarily  the  form  of  programs  in  western 
countries.  By  the  early  twentieth  century,  the  religious  basis  was 
being  replaced  by  a  kind  of  rationalistic,  humanistic  tradition 
characterized  by  a  strongly  intellectual  emphasis  with  an  appeal 
to  the  intelligentsia  rather  than  to  the  masses.  Voluntary  societies 
continued  to  be  important  after  independence,  and  were  assisted 
by  the  formation  of  the  Central  Social  Welfare  Board,  which  gave 
them  financial  and  technical  aid.  In  India  government  services  are 
not  expected  to  replace  voluntary  effort,  since  it  is  accepted  that 
voluntary  agencies  have  a  certain  flexibility  of  action,  wiUingness 
to  experiment,  and  close  personal  touch  with  their  clientele  which 
governmental  agencies  often  do  not  have.  Of  the  10,000  volunt- 
ary groups  (about  1,000  of  which  operate  in  rural  areas),  6,000 
have  sought  aid  from  time  to  time  from  the  Central  Social  Welfare 
Board.  There  are  approximately  70  national  voluntary  associations 
with  branches  and  field  units  in  different  states  (87). 

Most  of  the  National  voluntary  organizations  have  appeared 
relatively  recently.  Only  one  is  a  century  old,  nine  have  had  a 
Golden  Jubilee,  and  15  have  celebrated  Silver  Jubilees.  More  than 
half  have  their  headquarters  in  Delhi,  and  about  20%  are  in  Bom- 
bay. The  Delhi  location  apparently  facilitates  the  maintenance  of 
continuous  contact  with  government  departments  concerned  with 
welfare  and  other  social  services. 

The  nomenclature  for  the  chief  executive  in  these  organizations 
varies:  in  40%  of  them  the  General  Secretary  is  the  chief  corres- 
pondent, in  32%  this  person  is  called  the  Secretary,  and  in  8%  he 
or  she  is  called  the  Executive  Secretary.  Only  in  a  few  cases  is  this 
executive  a  full-time  paid  person,  though  some  organizations  are 
now  adopting  the  western  pattern  of  appointing  an  executive  on 
this  basis,  in  addition  to  the  elective  post  of  a  General  Secretary. 
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This  attempt  to  combine  western  and  traditional  patterns  has  led 
to  some  confusion  and  conflict  in  defining  the  relative  roles  of  the 
elected  and  paid  officers. 

Membership  in  the  all-India  groups  may  be  individual  or  institu- 
tional, and  ranges  from  10  to  over  100,000.  Only  4.5%  of  these 
agencies  are  functioning  in  all  the  states,  and  24.2%  in  nine  to  15 
states.  The  fields  of  social  welfare  work  emphasized  include  welfare 
of  the  handicapped  (27%),  general  community  welfare  service 
(11%),  and  the  welfare  of  women  and  children  (9%). 

Financial  support  conies  from  a  variety  of  sources:  donations 
(in  74%  of  the  organizations);  membership  subscriptions  (83%); 
sales  proceeds  (45%);  government  grants  (66%);  international 
aid  (29%);  fund-raising  campaigns  (3%);  and  affiliation  fees  from 
their  branches  (4.5%) .  At  present  only  half  a  dozen  of  these  or- 
ganizations get  administrative  grants  from  the  central  government, 
which  range  from  2,000  to  25,000  rupees  per  year. 

Among  local  voluntary  organizations,  22.5%.  appeared  in  the 
decade  of  the  40's,  and  more  than  twice  as  many  (54.4%)  in  the 
following  decade  of  the  50's.  Thus  about  half  of  the  local  societies 
emerged  after  the  establishment  of  the  Central  Social  Welfare 
Board  in  1953,  For  various  reasons  the  formation  of  new  agencies 
slowed  down  during  the  60' s,  partly  because  the  aim  of  the  Third 
Five  Year  Plan  was  to  consolidate  and  improve  the  work  of  exist- 
ing bodies  rather  than  to  expand  the  number,  and  partly  because 
of  a  lack  of  financial  resources  for  founding  new  societies  (87). 

On  the  average  a  local  welfare  agency  services  a  population  of 
86,617,  and  an  area  of  603  square  kilometers,  with  of  course  wide 
variations  from  one  state  to  another.  In  general  it  appears  that  in 
spite  of  the  growth  in  the  number  of  such  organizations  they  are 
still  insufficient  to  meet  community  needs.  These  local  agencies  are 
engaged  in  fields  such  as  child  welfare  (40%),  welfare  of  women 
(49%),  general  welfare  (8%),  and  only  4%^  in  work  for  the 
handicapped.  The  great  bulk  of  the  services  for  the  handicapped 
thus  come  through  national  rather  than  local  organizations. 
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Programs  of  services  of  voluntary  agencies  in  India  have  chang- 
ed emphasis: 

1.  from  social  reform  to  social  welfare  services; 

2.  from  custodial  care  to  permanent  rehabilitation  of  the  desti- 
tute; 

3.  from  institutional  services  to  community  welfare  services; 

4.  from  special  institutions  and  schools  for  the  handicapped  to 
integration  in  regular  schools; 

5.  from  free  services  to  the  charging  of  token  fees;  and 

6.  from  curative  and  treatment  services  to  preventive  services. 

New  specialized  services  are  appearing  which  require  a  higher 
level  of  technical  skill  on  the  part  of  personnel,  such  as  creches, 
day-care  centers,  hostels  for  working  women,  child  guidance  clinics, 
day  centers  for  the  aged,  social  clubs  for  working  youth,  and  family 
counselling  services  (87). 

Government  agencies  now  more  frequently  appoint  voluntary 
workers  to  committees  in  charge  of  after-care  homes  and  welfare 
projects  and  to  the  central  and  state  Social  Welfare  Boards  that 
supervise  social  welfare  programs.  It  is  reported  that  this  involve- 
ment at  the  national  level  in  managerial  and  supervisory  capacities 
has  resulted  in  some  dissociation  of  these  workers  from  local  wel- 
fare efforts. 

The  staffs  of  voluntary  organizations  have  these  characteristics; 

1.  Usually  the  chief  executive  is  an  elected  voluntary  worker. 

2.  At  the  local  level  there  are  almost  no  professional  staff 
members. 

3.  Education  of  staff  members  is  limited,  and  only  9%  have  a 
Bachelor's  degree. 

4.  Salary  scales  are  poor,  and  only  3%  get  a  salary  over  200 
rupees  per  month. 

The  pattern  of  financial  support  has  changed.  There  are  fewer 
wealthy  individual  donors,  and  community  donations  must  be  shar- 
ed with  a  large  number  of  organizations  as  welfare  agencies  have 
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increased  in  number.  Religion  is  no  longer  a  strong  motivating  force 
in  producing  contributions.  Higher  living  costs  and  higher  salary 
scales  for  personnel  have  strained  the  abiUty  of  welfare  agencies 
to  operate  existing  services  even  at  a  minimal  level.  The  central 
government  now  provides  a  higher  proportion  of  costs  in  relation 
to  the  state  governments;  for  example,  the  Central  Social  Welfare 
Board,  which  in  1953-54  supplied  2.44%  of  the  expenditures  of 
social  agencies,  contributed  14.15%  with  grants  in  1960-61.  While 
the  total  resources  and  average  income  of  voluntary  groups  have 
increased  in  recent  years,  needs  grow  more  rapidly  than  funds  (87). 

Most  of  these  organizations  have  a  similar  structure  since  they 
are  registered  under  the  Societies  Registration  Act  of  1860.  Only 
in  a  few  agencies  do  all  the  members  of  the  board  or  executive 
committee  actively  participate,  and  in  some  instances  one  or  two 
office-holders  are  the  only  workers.  Some  persons  who  join  boards 
appear  to  be  more  interested  in  political  influence  and  power  than 
in  service.  The  uneven  distribution  of  services  throughout  the 
country  indicates  the  need  for  an  overall  social  welfare  program 
in  which  government  and  voluntary  efforts  are  better  coordinated, 
and  in  which  there  is  more  efficient  cooperation  among  the  vol- 
untary groups  themselves. 

In  summary,  the  services  of  voluntary  agencies  now  have  a 
more  nationalistic  than  religious  emphasis.  More  specialized 
services  are  being  emphasized  such  as  those  for  blind  and  ment- 
ally retarded  children.  A  mass  or  group  approach  is  becoming  a 
more  individualized  approach.  Organizations  are  operated  on 
more  businesslike  lines.  Agencies  are  formed  increasingly  on  the 
national  level,  moving  away  from  a  strictly  local  approach  to 
social  problems.  There  are  now  more  women  than  men  in  the 
general  field  of  social  welfare;  most  of  these  women  are  well  edu- 
cated, come  from  middle  and  upper-class  famiKes,  and  are  in 
the  age  range  from  40  to  50  years.  The  need  for  paid  workers 
with  more  formal  training  is  being  recognized,  which  will  neces- 
sitate adjustment  between  professional  and  voluntary  workers.  The 
pattern  of  welfare  services  increasingly  reflects  western  practices. 
Voluntary  efforts  are  increasing  —  the  number  of  social  agencies 
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nearly  doubled  in  tho  decade  1951-1961 — and  their  income  is  in- 
creasing, even  though  rising  costs  make  these  resources  inadequate. 
An  overall  social  welfare  program  and  system  for  making  grants  is 
needed  to  prevent  further  haphazard  development  of  social  ser- 
vices. More  support  needs  to  come  from  a  larger  number  of 
small  contributors.  The  payment  of  token  fees  is  now  conmion 
as  a  substitute  for  free  services.  Affiliation  with  international  orga- 
nizations makes  possible  valuable  consultative  service  to  Indian 
groups  (87). 

Only  recently  has  the  Indian  woman  begun  to  leave  the  tradi- 
tional seclusion  of  home  and  family  life  to  adopt  a  role  based 
on  a  new  concept  of  social  responsibility  and  to  assume  com- 
munity duties  that  bring  her  in  contact  with  many  people  outside 
the  home.  There  are  still  only  a  few  women  from  the  upper  social 
classes  who  have  ventured  into  public  life,  but  efforts  are  now 
being  made  to  assess  the  potential  for  social  service  of  larger 
numbers  of  Indian  women. 

One  study  with  this  objective  has  investigated  the  extent  of 
leisure  time  available.  A  random  sample  of  50  women  from  mid- 
dle and  upper-class  families  in  ten  localities  in  Lucknow,  aver- 
aging about  36  years  of  age,  were  interviewed  to  determine  the 
ways  in  which  they  spent  their  leisure  time.  The  amount  of  leis- 
ure time  enjoyed  each  day  was:  28%  two  hours;  24%  two  to 
four  hours;  28%  four  to  six  hours;  and  20%  six  to  eight  hours. 
Housewives  in  joint  families  have  little  free  time,  nor  do  em- 
ployed women  who  usually  still  have  domestic  tasks  to  occupy 
the  hours  after  work.  Card  playing  was  of  greater  interest  than 
sports,  although  98%  preferred  just  chatting,  as  the  least  expen- 
sive and  most  readily  available  form  of  recreation.  Also  94% 
enjoyed  reading;  78%>  were  keenly  interested  in  crafts;  and  90% 
liked  to  attend  movies  (222). 

Of  interest  is  the  fact  that  women  from  higher  socio-economic 
backgrounds  liked  the  prestige  that  is  coming  to  be  associated 
with  social  service  programs,  which  gain  them  status  and  respect 
m  their  community.  Forty  per  cent  of  the  subjects  were  interested 
in  welfare  activities  such  as  child  welfare,  women's  welfare,  wel- 


SUMMATION 


325 


fare  of  the  poor  and  handicapped,  and  the  welfare  of  veterans 
and  their  famihes. 

This  study  indicated  that  most  of  the  women  interviewed  had  an 
adequate  amount  of  leisure  time  but  did  not  use  it  as  fruitfully 
as  possible,  in  the  direction  of  enriching  their  personal  lives, 
creating  interests,  developing  skills,  and  in  general  adding  to 
their  mental,  educational,  and  physical  development.  There  is  thus 
as  yet  inadequate  utihzation  of  this  reservoir  of  potential  assistance 
for  various  programs  of  services  for  the  handicapped. 

Illustrations  of  the  central  importance  of  voluntary  provisions 
in  meeting  the  needs  of  the  handicapped  can  be  found  in  every 
state.  One  example  is  the  following  hst  of  voluntary  organizations 
providing  various  kinds  of  rehabilitation  services  in  the  state  of 
Madras  (295): 

Children's  Orthopaedic  Centre  operated  by  the  Andhra  Mahila 
Sabha,  a  women's  organization,  for  about  50  residential  children 
and  some  out-patients.  Transportation  is  provided  for  the  latter, 
along  with  general  services  of  physical  therapy,  occupational 
therapy,  and  primary  education. 

Society  for  the  Welfare  of  the  Handicapped  whose  chief  funclioo 
is  public  education  concerning  rehabilitation. 

Raphael-Cheshire  Home-Re/iaMitaiton  Centre,  which  is  planned 
to  be  a  vocational  rehabihtation  center  for  100  physically  handi- 
capped adults. 

Mylapore  Round  Table  Rehabilitation  Centre,  an  organization 
that  has  estabHshed  a  training  center  in  * 'white-collar"  jobs  such 
as  typing  and  shorthand. 

Rotary  Rehabilitation  Centre  at  Kiimbakonam,  a  production-cum- 
training  centre  for  about  30  physically  handicapped  adults. 

Christian  Medical  College  Hospital,  Rehabilitation  Centre  for 
ex-leprosy  patients,  for  vocational  training  and  production. 

Service  clubs  like  the  Rotary  Clubs  and  Lions  Clubs  have 
given  considerable  assistance  to  the  handicapped.  The  Lions  Clubs 
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in  India,  the  first  of  which  was  founded  in  1956,  have  under- 
taken a  variety  of  projects  to  help  the  himdicapped,  each  club 
choosing  its  own  particular  emphasis.  The  Lions  Club  of  Bom- 
bay, for  example,  has  given  special  attention  to  projects  concern- 
ing the  blind  and  the  prevention  of  blindness.  By  1960  the  Lions 
Clubs  throughout  India,  by  means  of  an  Eye  Glass  Bank,  had 
distributed  over  10,000  pairs  of  eye-glasses.  They  have  also  or- 
ganized Eye  Camps  where  thousands  of  persons  have  been  exa- 
mined and  treated  for  the  conservation  of  their  sight  (280). 

An  example  of  similar  service-club  efforts  for  the  benefit  of 
the  handicapped  is  that  of  the  Calypso  Niglit  and  Carnival  held 
in  Madras  in  1967,  to  aid  the  Rehabilitation  Training  Centre 
for  the  physically  handicapped,  sponsored  by  the  Mylapore  Round 
Table  No.  3.  This  is  a  community-service  organization,  along 
the  lines  of  Rotary,  for  men  18  to  40  years  of  age;  the  first 
chapter  was  formed  in  India  in  1957.  The  formation  of  rehabili- 
tative vocational  training  programs  for  orthopedically  handicapped 
persons  was  its  major  objective  in  1963:  (1)  stenography  and 
typewriting;  (2)  bench  fitting  and  simple  machine  operations, 
and  (3)  type  setting.  The  first  "Calypso  Night,"  consisting  of  a 
dance  and  cabaret  program,  was  held  in  April  1964  to  raise  funds 
for  the  building  and  capital  purchase  of  the  Centre.  It  was 
inaugurated  with  classes  in  shorthand  and  typing  in  February 
1965.  The  type-setting  classes  started  in  February  1967.  Trainees 
are  paid  a  small  stipend  plus  a  travelling  allowance  to  and 
from  the  Centre.  The  long-range  plans  for  the  Centre  include 
some  housing  facilities,  plus  canteen  and  recreational  facihties. 

An  annual  tea  party  for  crippled  children  of  the  city  of  Bombay, 
held  in  conjunction  with  the  Annual  Prize  Distribution  of  the 
S.E.C.  Day  School,  helps  to  draw  public  attention  to  the  needs 
and  capabiHties  of  handicapped  children.  The  disabled  children 
are  invited  by  means  of  newspaper  announcements  and  personal 
approaches  to  all  hospitals  and  organizations  concerned  with  the 
rehabilitation  of  the  disabled.  The  party  held  in  April  1965 
was  attended  by  150  crippled  children,  in  addition  to  bhnd,  deaf, 
and  mentally  retarded  children  who  were  invited  for  the  first 
time  to  participate.  The  city  government  cooperated  by  provid- 
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ing  transportation  for  the  children  from  all  the  hospitals  in 
Bombay.  A  variety  program  was  presented  for  their  entertainment, 
with  performers  furnishing  their  services  free  of  charge  (22). 

Voluntary  organizations  also  publicize  the  needs  and  capacities 
of  the  handicapped  in  India  through  the  celebration  of  the  annual 
World  Day  of  the  Disabled  and  World  Week  of  the  Di,sabled.* 
The  World  Day  of  the  Disabled  is  observed  on  the  third  Sunday 
in  March  throughout  the  world.  It  was  originally  established 
in  1960  by  the  Federation  Internationale  des  Mutiles  et  Invalides 
du  Travail  et  des  Invalides  Civils,  and  has  been  celebrated  in 
India  since  1964  under  the  leadership  of  the  Indian  Society  for 
Rehabilitation  of  the  Handicapped.  Nearly  all  the  local  organi- 
zations who  now  sponsor  celebrations  of  this  day  are  affiliates 
of  this  society,  which  is  concerned  with  five  handicapped  groups 
—  the  visually  handicapped,  the  deaf  and  hard  of  hearing,  the 
mentally  retarded,  those  affected  by  leprosy,  and  the  crippled 
or  orthopedically  handicapped.  Each  year  a  different  theme  has 
been  used  around  which  the  celebrations  are  centered,  such  as 
"Abilities  Count"  and  "Removal  of  Architectural  Barriers."  On 
the  occasion  of  the  Sixth  World  Day  for  the  Disabled  on  March 
21,  1965,  celebrations  occurred  in  more  than  20  places  in  India, 
all  but  three  of  which  were  participating  for  the  first  time,  and 
in  1966  more  than  30  communities  outside  Bombay  observed  the 
day. 

[n  Bombay  the  program  is  organized  by  the  Fellowship  of 
the  Physically  Handicapped.  The  day  has  been  observed  in  a 
wide  variety  of  ways  including  lectures,  special  entertainment, 
the  feeding  of  leprosy  patients  and  the  crippled  poor,  a  Seminar 
on  Cerebral  Palsy,  Sports  for  the  Handicapped,  and  prayers  in 
churches.  In  1965  a  special  event  occurred  when  the  Governor 
of  Maharashtra  State  gave  a  tea  which  was  attended  by  handi- 
capped persons  of  all  kinds.  This  was  the  first  time  that  persons 
with  leprosy  had  been  included  in  a  public  social  affair.  For 
the  program  of  the  Seventh  World  Day  in  March  1966  arranged 
by  the  Fellowship  of  the  Physically  Handicapped,  25  organiza- 


♦  Many  of  these  celebrations  have  been  described  each  year  in  issues 
of  the  Journal  of  Rehubilimion  in  Asia. 
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lions  concerned  wiih  rcliubilitalion  of  the  liandicappcd  cooperated 
with  the  Junior  Chamber  of  Commerce  and  a  Lions  Club  in 
arranging  a  program  centered  around  the  themes  of  "Architectural 
Barriers"  and  "Hire  ihe  Handicapped."  Included  were  an  ex- 
hibit covering  the  history  of  rehabilitation  and  the  facilities  avail- 
able for  all  categories  of  handicapped  persons,  a  demonstration  of 
the  disabled  at  work,  a  competition  for  deaf  children,  special 
radio  broadcasts,  a  government  newsreel  covering  the  events, 
and  a  Lions'  Club  sports  meet  for  the  disabled. 

The  World  Day  for  the  Disabled  was  celebrated  by  the  Federa- 
tion for  the  Welfare  of  the  Mentally  Retarded  in  Delhi  in 
collaboration  with  the  Indian  Society  for  Rehabilitation  of  the 
Handicapped  and  the  Indian  Red  Cross  Society  on  March  19, 
1967.  A  picnic  and  sports  events  were  arranged  for  150  mentally 
retarded,  orthopedically  handicapped,  and  deaf  children  during 
the  day,  followed  by  a  seminar  on  rehabilitation  of  the  handicapped 
in  the  evening.  Later  in  the  week  films  an  the  education  of  the 
blind  and  deaf  were  shown,  and  a  radio  discussion  on  rehabilita- 
tion of  the  handicapped  was  held.  Similar  activities  were  organized 
in  the  city  of  Madras  by  a  committee  composed  of  members  of 
the  local  orthopedic  center,  schools  for  the  blind  and  deaf,  and 
other  voluntary  organizations  to  celebrate  the  World  Week  of 
the  EHsabled  in  March  1967.  A  Sports  Day  for  the  blind,  deaf, 
and  orthopaedically  handicapped  was  the  first  event  of  this  kind 
to  be  held  in  the  Madras  area. 

The  next  year  more  than  600  handicapped  persons  from  all 
over  India  took  part  in  observances  for  the  World  Day  for  the 
Disabled  in  Bombay,  under  the  auspices  of  the  Fellowship  of 
the  Physically  Handicapped  and  with  the  support  of  the  Armed 
Forces  and  the  Artificial  Limb  Centra  of  Poona.  The  Prime 
Minister,  Mrs.  Indira  Gandhi,  made  a  generous  contribution 
to  the  cost  of  the  celebration  (483). 

Public  awareness  of  the  needs  of  the  handicapped  is  also  in- 
creased by  obsenance  of  World  Health  Day  on  April  7,  the 
anniversary  of  the  day  when  the  Constitution  of  the  World  Health 
Organization  came  into  effect  in  1948.  For  example,  in  1062 
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fhe  theme  for  this  day  was  "Preserve  Sight,  Prevent  Blindness" 
(383).  Such  observances  are  organized  almost  entirely  by  volun- 
tary groups. 

It  is  evident  that  voluntary  societies  will  continue  to  play  a 
vital  role  in  the  provision  of  ser\'ices  for  the  handicapped  in 
India. 
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Part  II:    The  Role  of  Intern ationai.  Aro 

A  variety  of  help  has  come  from  international  agencies  in 
planning,  organizing,  operating,  and  financing  programs  of  ser- 
vices for  the  handicapped  in  India.*  An  indication  of  the  variety 
of  these  services  is  found  in  a  United  Nations  listing  of  pro- 
jects and  activities  in  the  field  of  rehabilitation  of  the  disabled 
during  1966  vi^hich  included  the  following  organizations:  United 
Nations  groups  such  as  ILO,  WHO,  and  UNICEF;  American 
Foundation  for  Overseas  Blind;  CARE;  the  International  Society 
for  Rehabilitation  of  the  Disabled;  World  Federation  for  Occupa- 
tional Therapists;  the  World  Rehabilitation  Fund;  and  the  World 
Veterans  Federation.  For  example,  UNICEF  continues  to  assist 
projects  on  the  rehabihtation  of  handicapped  children  by  provid- 
ing machinery  for  prosthetic  workshops,  equipment  for  physio- 
therapy and  occupational  therapy,  and  essential  imported  materials 
sufficient  for  a  two-year  period.  The  Government  of  India  is 
subsidizing  the  expansion  of  the  stalff  and  facilities  of  the  four 
centers  aided  by  UNICEF:  the  All-India  Institute  of  Physical 
Medicine  and  Rehabihtation  Centre,  Bombay;  the  Safdarjung 
Hospital,  New  Delhi;  the  Rehabilitation  Centre,  Nagpur  Medical 
College;  and  the  Rehabihtation  Centre,  Madras  Medical  College. 
UNICEF  also  continues  to  provide  equipment  for  the  school 
of  the  National  Institute  for  the  Blind  in  Dehra  Dun  as  well 
as  for  the  Braille  Press  and  workshops,  gives  stipends  for  the 


*  A  list  of  these  forms  of  assistance  is  given  in  the  government  pub- 
lication Toward  a  Fuller  Life  (%). 
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program  of  training  teachers  of  the  blind,  and  contributes  equip- 
ment for  three  regional  Braille  Printing  Departments,  and  Braille 
books  and  equipment  for  vocational  training  centers  for  the  blind 
(449),  The  Indian  family  and  child  welfare  program  was  original- 
ly organized  with  UNICEF  assistance,  and  is  still  supported  to 
the  extent  of  nearly  30%  of  its  costs  (76), 

The  mid -day  meal  program  of  CARE  for  preschool  and 
primary-school  children  in  India,  which  started  in  the  state  of 
Madras  m  1961  for  a  total  of  500,000  children,  now  serves 
14,(XX),000  children  in  14  states.  A  typical  meal  provides  15 
grams  of  proteins  and  400  calories,  using  a  special  imported  and 
precooked  cereal  food  consisting  of  corn  meal,  soya  flour,  and 
non-fat  dry  milk,  or  a  local  equivalent  developed  by  the  Central 
Food  and  Technological  Research  Institute  at  Mysore.  In  addi- 
tion CARE  cooperates  with  city  governments  in  Bombay,  Cal- 
cutta, and  other  cities  in  the  distribution  of  milk,  and  includes 
pregnant  women  and  nursing  mothers  in  its  food  programs.  CARE 
further  cooperates  with  voluntary  agencies  and  state  governments 
in  relief  efforts  for  the  victims  of  famine,  drought,  and  floods  in 
various  parts  of  the  country;  provides  some  agricultural  tools, 
seeds,  and  fertilizers;  and  donates  school  kits  for  classroom  use 
(287). 

In  1966  the  World  Rehabilitation  Fund  provided  fellowships 
for  advanced  study  of  rehabilitation  in  the  United  States  for  five 
physicians  from  India  and  tuition  fellowships  for  an  Orthotics 
and  Prosthetics  course  at  the  New  York  University  Medical 
Center  for  nine  other  persons,  including  physicians,  occupational 
therapists,  and  physical  therapists,  in  addition  to  the  consultative 
services  of  two  experts  on  orthotics  and  prosthetics  projects  in 
India  (432). 

A  similar  United  Nations  list  for  1967  included  the  follow- 
ing (450): 

ILO  fellowships,  one  for  a  study  tour  in  Denmark  and  another 
for  a  study  of  vocational  rehabilitation  and  guidance  in 
the  United  Kingdom  and  Sweden. 
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WHO  assistance  in  iiKrdical  ichabililation,  through  sending 
an  expert  to  help  plan  a  new  school  for  physical  therapy 
training  in  Baroda,  and  another  expert  to  the  Government 
General  fiospilal  in  Madras  to  assist  in  the  improvement 
of  rehabilitation  services  and  physical  therapy  training 
there. 

UNICEF  assistance  on  rehabihtation  projects  through  provi- 
sion of  nmchinery  for  prosthelacs  workshops,  equipment 
for  physical  and  occupational  therapy,  and  equipment  for 
facilities  for  the  blind. 

AFOB  assistance  to  programs  for  the  blind  through  continued 
support  for  the  Technical  Training  Centre  of  the  Blind 
Relief  Association  of  Delhi,  and  the  Tata  Agricultural 
Centre  at  Phansa,  and  supplying  a  consultant  to  five 
state  governments  concerning  programs  for  the  integrated 
education  of  blind  children. 

CARE  provision  of  tools  for  a  rehabilitation  center  in  a 
hospital  in  Bareilly,  Uttar  Pradesh. 

RCSB  (Royal  Commonwealth  Society  for  the  Blind)  financing 
of  eye  camps  associated  with  the  hospitals  in  Vellore  and 
Allahabad,  provision  of  a  Landrover  for  a  mobile  dis- 
pensary operating  from  the  Mehta  Eye  Hospital  and  an- 
other vehicle  for  the  same  purpose  at  the  Madurai  Medical 
College,  financing  of  the  costs  of  these  mobile  units, 
and  continued  support  for  the  Rural  Training  Centre  for 
Blind  Farmers  at  Phansa. 

World  Rehabilitation  Fund  fellowships  for  training  in  medical 
rehabilitation  in  the  United  States  for  four  physicians, 
and  tuition  fellowships  for  short  courses  in  New  York  City 
for  two  other  persons.  In  addition  the  WRF  sent  four 
experts  to  an  Indian  conference  on  research  in  rehabilita- 
tion (433). 

The  Office  of  Vocational  Rehabilitation,  later  called  the  Voca- 
tional Rehabilitation  Administration  and  now  Social  and  Rehabi- 
litation Service  in  the  U.S.  [>epartment  of  Health.  Education,  and 
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Welfare,  has  aided  a  number  of  projects  related  to  the  handicap- 
ped in  India,  including  the  blind,  as  described  in  a  1962  issue  of 
Reliabilitation  Record  (234).  A  recent  project  is  a  three-year  sub- 
sidy for  a  pilot  program  sponsored  by  the  Fellowship  of  the  Phy- 
sically Handicapped  in  Bombay  with  the  purpose  of  preparing 
the  disabled  for  employment  in  the  metal  industries  (21). 
Other  examples  of  projects  financed  by  the  Social  and  Rehabili- 
tation Service  are  given  in  detailed  Project  Descriptions  published 
by  this  department: 

1.  A  four-year  clinical,  physiological,  and  pathological  study 
of  nerve  lesions  in  leprosy,  by  Dr.  N.  H.  Antia  and  Dr. 
K.  K.  Dastur  at  the  J.  J.  Group  of  Hospitals,  Bombay,  in 
cooperation  with  the  Acworth  and  Chembur  Leprosy 
Homes,  the  Indian  Cancer  Research  Centre,  and  the  Indian 
Council  of  Medical  Research,  Neuropathology  Unit. 

2.  A  three-year  investigation  of  the  factors  in  the  teachmg 
of  medical  sciences  affecting  the  use  of  the  team  approach 
for  rehabilitating  the  sick,  by  Dr.  E.  M.  Holmes  and  others 
at  the  All  India  Institute  of  Medical  Sciences  in  New  Delhi. 

3.  A  three-year  study  of  the  most  practical  indigenous  handi- 
crafts to  teach  severely  handicapped  patients,  chiefly  para- 
plegics, while  under  hospital  care  to  enable  them  eventually 
to  earn  a  living,  by  Dr.  Ronald  J.  Garst  at  the  Christian 
Medical  College,  Vellore. 

4.  A  three-year  experiment  with  methods  of  rehabilitating 
severely  disabled  cerebral  palsied  children,  by  Dr.  P.  K. 
Mullaferoze  at  the  Children's  Orthopaedic  Hospital, 
Bombay. 

5.  A  three-year  investigation  of  methods  of  rehabilitating 
leprosy  patients  through  surgical  reconstruction,  care  and 
treatment  of  anesthetic  limbs,  development  of  special 
appliances,  low-cost  modifications  of  treatment  methods 
for  rural  settings,  and  study  of  vocational  training  methods 
and  job  placement  for  such  patients,  by  Dr.  Paul  Brand 
at  the  Christian  Medical  College,  Vellore. 
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6.  A  throe-year  experiment  with  the  development  of  a  pro- 
gram for  the  rehabilitation  and  settlement  of  the  blind  in 
the  villages  in  India,  by  the  Tata  Agricultural  and  Train- 
ing Centre  for  the  Blind,  at  the  village  of  Phansa. 

In  1969  Social  and  Rehabilitation  Service  listed  a  total  of  73 
new  or  continuing  research  grants  in  India,  varying  in  duration 
from  18  months  to  five  years,  in  the  following  fields  (241) : 


Aging  and  chronic  illnesses  6 

Burns  4 

Leprosy  7 

Burns  and  leprosy  1 

Cardiovascular  disorders  3 

Child  health  1 

Community  planning  and  social  welfare  policy  6 

Family  life  2 

General  rehabilitation  6 

Maternal  health  1 

Mental  retardation  3 

Neurological  and  neuromuscular  disorders  6 
Prosthetics  and  orthotics  (including  the  ortho- 

pedically  handicapped)  7 

Speech  and  hearing  4 

Training  and  employment  of  social  workers  1 

Visual  defects  10 

Youth  welfare  and  delinquency  5 


Six  of  the  new  projects  Usted  were  at  that  time  awaiting  clearance 
from  the  Government  of  India. 

The  American  Foundation  for  Overseas  Blind  is  offering  assist- 
ance to  a  number  of  other  projects  concerned  with  training  the 
blmd  for  industrial  employment.  The  foundation  trains  Indian 
staff  members  in  Kuala  Lumpur  and  donates  machinery  and  spe- 
cial equipment.  Projects  thus  aided  are  under  way  in  several 
states,  including  Madhya  Pradesh,  Mysore,  and  West  Bengal  (174). 

Handicapped  children  may  be  able  in  the  future  to  share  with 
non-handicapped  children  the  advantages  of  the  system  of  Spon- 
sorship initiated  by  the  International  Union  for  Child  Welfare. 
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As  a  result  of  a  visit  of  the  Secretary  of  this  organization  to 
India  in  1966,  the  International  Union  for  Child  Welfare  set  up 
a  Co-ordinating  Committee,  the  India  Sponsorship  Cbmmittee, 
composed  of  representatives  of  participating  agencies  and  an 
administrator  appointed  by  the  lUCW.  The  Canadian  Save  the 
Childitn  Fund  is  actively  collaborating  in  this  project.  In  one 
year's  time  100  children  from  four  states  have  benefited  from 
the  program  (285). 

An  outstanding  center  for  research  concerning  various  aspects  of 
leprosy  is  found  at  the  Christian  Medical  College  Hospital  in 
Vellore,  South  India,  which  is  under  the  auspices  of  the  Christian 
Medical  Council.  It  represents  the  combined  efforts  of  many 
missionary  groups  from  the  U.S.A.,  Canada,  the  United  Kingdom, 
and  Australia.  Affiliated  with  the  University  of  Madras,  and 
cooperating  with  the  Schieffelin  Leprosy  Research  Sanatorium,  it 
trains  physicians,  pharmacists,  and  nurses,  and  emphasizes  in  its 
activities  reconstructive  surgery  and  the  rehabilitation  of  leprosy 
patients.  A  number  of  research  projects  here  have  been  subsidiz- 
ed by  the  U.S.  Social  and  Rehabilitation  Service  (29). 

Countries  like  India  with  the  problem  of  leprosy  to  face  are 
aided  by  the  Committee  on  Leprosy  Rehabilitation  of  the  Inter- 
national Society  for  Rehabilitation  of  the  Disabled,  established 
in  1960  at  the  Eighth  World  Congress  of  this  organization  in 
New  York  City.  Among  the  functions  of  this  Committee  is  the 
persuasion  of  goverrmients,  anti-leprosy  organizations,  and  em- 
ployers that  leprosy  victims  can  be  expected  to  resume  a  normal 
life  and  become  economically  independent  once  the  disease  has 
been  arrested.  Another  function  is  the  preparation  of  educa- 
tional materials  to  be  incorporated  into  the  programs  of  schools 
for  physical  therapists  and  occupational  therapists,  and  the  con- 
vening of  international  meetings  devoted  to  the  discussion  of 
leprosy. 

A  variety  of  publications  has  also  been  made  available  in  India 
from  various  international  organizations  such  as  the  International 
Society  for  Rehabilitation  of  the  Disabled,  and  a  number  of 
United  Nations  agencies.    To  date  the  United  Nations  materials 
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have  dealt  primarily  with  rehabilitation,  especially  in  its  medical 
and  vocational  aspects,  but  now  that  there  is  a  specific  person 
concerned  with  special  education  in  UNESCO,  it  is  hoped  that 
publications  and  projects  in  this  specific  educational  aspect  of 
rehabilitation  will  be  forthcoming. 

Continuing  assistance  from  United  Nations  agencies  can  be 
expected  in  the  future  not  only  along  the  lines  of  sponsoring  or 
supporting  pilot  projects  and  basic  research,  but  also  in  the  dis- 
semination of  information  concerning  rehabilitation  activities  all 
over  the  world  and  the  determination  of  general  goals  to  guide 
the  planning  and  administration  of  services  for  the  handicapped. 
Monographs  stressing  the  social  services  and  psychological  as- 
pects of  work  in  basic  rehabihtation  centers  will  continue  to 
appear.  Cooperation  will  be  given  in  the  conducting  of  national 
and  international  meetings  devoted  to  some  aspect  of  work  with 
the  handicapped.  A  survey  of  the  training  facilities  for  rehabi- 
litation personnel  in  Asia,  Africa,  Latin  America,  and  the  Middle 
East  is  to  be  undertaken.  More  attention  is  being  paid  to  the 
chronically  ill  and  the  mentally  ill. 

Coordination  of  the  advice  and  assistance  given  by  various 
international  groups  will  be  provided.  Inter-agency  consultation 
concerning  the  planning  and  implementation  of  important  pro- 
jects will  be  encouraged,  and  general  notification  given  concern- 
ing expert  group  meetings.  Efforts  will  be  made  to  coordinate 
the  advice  given  in  the  frequent  short  visits  made  by  experts 
representing  different  organizations.  It  has  been  suggested  that 
once  a  year  there  be  an  exchange  of  information  among  United 
Nations  agencies  themselves  concerning  wofk  programs  for  the 
year. 

Assistance  will  also  be  given  in  the  planning  and  administration 
of  developing  rehabilitation  services,  to  avoid  poorly  organized 
and  overlapping  efforts  and  the  ineffective  use  of  national  re- 
sources. Assistance  to  the  disabled  will  be  extended  far  beyond 
the  past  preoccupations  with  the  blind  and  the  orthopedically 
handicapped.  Contacts  between  national  organizations  and  inter- 
national groups  which  incorporate  rehabilitation  in  their  programs 
will  be  facilitated. 
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Emphasis  will  be  given  increasingly  to  the  integration  ot  re- 
habilitation elements  in  other  services.  Although  help  will  con- 
tinue to  be  given  to  special  projects,  it  is  recognized  that  in  a 
given  country  the  needs  of  the  disabled  might  be  satisfied  more 
quickly  if  the  services  for  the  ablebodied  incorporated  and  im- 
plemented elements  now  present  in  separate  rehabilitation  pro- 
grams. The  United  Nations  is  already  cooperating  with  UNICEF 
on  projects  of  this  kind  in  several  Asian  countries,  including 
India.  An  excellent  summary  of  this  purpose  was  given  at  a  1964 
conference  in  Geneva  (447a) : 

Regarding  the  integration  of  rehabilitation  elements  with 
other  social  services,  some  disabled  persons  need  only 
simple  information;  some  a  single  service  like  vocational 
guidance  or  a  crutch;  some  temporary  assistance,  for 
example,  for  travelling  to  and  back  from  work  during 
the  first  few  days  of  employment,  etc.  These  and  other 
services  could  in  many  cases  be  rendered  by  individuals 
who  do  not  necessarily  work  with  the  disabled  but  who 
have  basic  knowledge  and  skill  in  this  field.  It  would  be 
useful  if,  for  instance,  all  schools  of  social  work  included 
in  their  programmes  some  lectures  and  field  work  in  re- 
habilitation, and  if  some  of  the  women's  organizations 
would  be  acquainted  with  ways  of  helping  disabled  women 
to  look  after  their  household,  or  if  teachers  in  regular 
vocational  schools  would  be  prepared  to  accept  disabled 
for  training.  It  would  be  helpful  to  work  closer  with 
various  international  agencies  and  institutions  not  direct- 
ly involved  in  rehabilitation  work  and  introduce  ele- 
ments of  rehabilitation  into  services  they  render  so  that 
they  can  serve  dso  some  of  the  disabled.  Such  pro- 
grammes do  not  require  extra  funds,  are  of  more  uni- 
versal character  and  may  satisfy  numerous  simple 
noeds  of  the  disabled.  They  are  in  accordance  with  the 
principles  of  sound  rehabilitation,  i.e.  the  integration 
of  the  disabled  into  the  normal  communitv. 


Another  emphasis  will  be  that  of  developing  rehabilitation  ser- 
vices at  lower  administrative  levels.    Although  it  has  been  na- 
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tural  for  rehabilitation  services  to  develop  earlier  and  to  be- 
come concentrated  in  urban  areas,  they  need  to  be  made  avail- 
able to  persons  wherever  they  work  and  live,  and  therefore  dis- 
tributed more  widely.  Decentralization  of  services  will  at  least 
make  available  the  simpler  rehabilitation  services,  which  also 
are  the  kind  most  frequently  needed,  directly  to  the  people  who 
need  them. 

India  has  long  benefited  from  a  diversity  of  efforts  made  by 
individuals  and  groups  from  many  other  countries.  But  the 
overall  coordination  of  these'  efforts  and  the  formulation  of  long- 
range  goals,  whether  through  United  Nations  agencies  or  through 
some  other  international  organization,  will  represent  an  even 
more  effective  kind  of  assistance. 
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CONCLUSIONS 

A  summary  of  developments  in  India  regarding  services  for 
the  handicapped,  as  compared  v^^ith  the  development  of  such 
services  in  western  countries,  indicates  the  following: 

1.  The  more  recent  achievement  of  independence  of  India  as 
compared  with  other  countries  means  that  there  has  been  a 
shorter  period  of  time  for  developing  self-initiated  programs 
and  a  system  of  priorities. 

2.  The  direction  of  development  of  services  has  been  similar 
in  that  the  bhnd  and  deaf  first  aroused  public  sympathy  and  con- 
cern, with  the  orthopedically  handicapped  and  the  mentally  re- 
tarded appearing  later  in  the  picture. 

3.  The  late-nineteenth-century  emergence  of  the  first  special 
programs  for  the  handicapped  in  India  reflects  the  pattern  of 
southern  Europe  rather  than  the  earher  development  in  northern 
countries. 

4.  Missionary  groups  have  played  a  more  active  role  in  India 
than  in  other  countries  in  establishing  institutions  and  services, 
although  Indian  authorities  today  believe  that  they  have  done 
harm  as  well  as  good,  and  that  their  function  should  not  be  over- 
estimated in  relation  to  indigenous  efforts. 

.5.  As  in  other  countries,  in  India  voluntary  societies  and 
philanthropic  individuals  have  made  initial  provisions  for  the 
handicapped,  with  these  being  subsidized  or  taken  over  to  an 
increasing  extent  by  the  government. 
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6.  The  concept  of  the  appropriateness  of  voluntary  work  for 
women  has  emerged  somewhat  more  slowly  than  in  many  western 
societies. 

7.  In  India  as  in  other  countries  better  coordination  of  public 
and  private  provisions  for  the  handicapped  is  needed  in  order 
to  avoid  inefficient  duplication  of  services  and  to  make  better 
utilization  of  existing  services. 

8.  The  present  investiture  of  responsibility  for  the  education 
of  the  handicapped  in  the  Department  of  Social  Welfare,  after 
an  initial  placing  of  this  responsibility  with  the  Ministry  of  Edu- 
cation, represents  a  reverse  trend  to  that  found  in  most  western 
countries. 

9.  There  has  been  a  similar  initial  emphasis  on  separate,  custo- 
dial, institutional  provisions  for  the  handicapped,  with  gradually 
increasing  awareness  of  the  need  for  identification  with  the 
family,  the  importance  of  an  eventual  goal  of  integration  into  the 
aormal  community,  and  the  desirability  of  including  the  handi- 
capped child  with  normal  children  wherever  possible.  Only  a 
token  beginning  has  been  made  so  far,  however,  in  integrating 
handicapped  children  with  normal  children  in  regular  schools. 

10.  In  achieving  integration  of  the  handicapped  into  the  com- 
munity as  self-supporting  citizens,  much  remains  to  be  done,  as 
to  a  lesser  extent  in  many  v/estern  countries,  in  expanding  voca- 
tional opportunities  through  more  varied  and  realistic  vocational 
training,  and  the  changing  of  attitudes  of  potential  employers 
toward  the  handicapped.  However,  widespread  unemployment 
and  underemployment  complicate  these  efforts  to  a  greater  ex- 
tent in  India  than  in  most  western  countries. 

11.  The  categories  of  the  handicapped  for  whom  services  are 
provided  or  planned  are  somewhat  more  Umited  at  present  than 
ui  more  highly  developed  countries.  This  of  course  is  under- 
standable in  view  of  the  limited  resources  with  which  such  pro- 
blems can  yet  be  attacked.  Indian  experts  recognize  that  even- 
tually other  specialized  needs  must  be  met  as  for  the  partially 
hearing,  the  partially  sighted,  and  the  speech  handicapped. 
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12.  The  pattern  of  incidence  for  the  categories  of  the  handicapped 
reflects  in  India  a  lower  standard  of  living  and  more  limited  medi- 
cal and  health  services,  such  as  a  much  higher  incidence  of  tuber- 
culosis and  blindness,  and  the  major  problem  of  leprosy.  A 
shorter  life  span  means  greater  predominance  of  diseases  of  the 
young  versus  diseases  of  the  aging  as  found  in  western  societies. 

13.  Trained  personnel  are  lacking  to  a  far  greater  extent  than  in 
western  countries.  Programs  for  the  specific  training  of  pro- 
fessional personnel  arc  appearing,  but  as  yet  lack  official  stan- 
dardization  of  requirements,  curricula,  and  licensing  procedures. 

14.  The  basic  problems  in  India  are  far  greater  in  view  of  the 
numbers  needing  such  services,  the  limited  resources  and  deve- 
lopment of  existing  resources  in  the  country  as  a  whole,  and  the 
overwhehning  problems  of  poverty,  disease,  mahiutrition,  illiteracy, 
and  a  high  birthrate  which  affect  the  general  population.  Success- 
ful attack  on  these  problems  is  essential  for  any  widespread  im- 
provement in  services  for  the  handicapped. 

15.  The  primarily  rural  character  of  the  population,  the  size  of 
the  country,  the  multiplicity  of  languages,  and  the  difficulties 
faced  in  providing  adequate  transportation  and  communication 
complicate  the  problems  of  providing  services  to  a  greater  extent 
than  in  most  western  countries. 

16.  It  is  increasingly  recognized  in  India,  as  in  western  countries, 
that  services  for  the  handicapped  can  be  developed  parallel  to 
those  for  the  non-handicapped,  and  do  not  need  to  await  the 
solution  of  problems  affecting  the  ablebodied.  Similarly  the  very 
improvements  made  in  pi^ovisions  for  the  handicapped  are  often 
found  to  have  useful  applications  to  provisions  for  the  normal. 

17.  A  basic  problem  here  as  elsewhere  is  the  overcoming  of 
negative  attitudes  and  misunderstanding  concerning  the  signi- 
ficance of  handicapping  conditions,  which  necessitates  a  broad 
program  of  public  education  and  widespread  dissemination  of 
information  related  to  the  handicapped. 

18.  The  combined  humanistic  and  practical  values  inherent  in 
rehabilitating  the  handicapped  and  making  them  as  far  as  possi- 
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ble  self-sufficient  and  contributing  members  of  the  normal  com- 
munity are  accepted  as  a  basis  for  current  developments. 

This  final  factor,  the  recognition  of  the  ultimate  values  of  ser- 
vices for  the  handicapped  even  though  a  system  of  priorities  must 
be  accepted,  is  of  major  importance  in  an  overall  view  of  the 
Indian  scene.  This  is  evident  in  the  recent  government  publica- 
tion Toward  a  Fuller  Life  (96),  in  which  the  objectives  of  re- 
habilitation which  make  it  possible  for  handicapped  persons  to 
become  useful  members  of  society  are  spelled  out:  (1)  provi- 
sion of  appropriate  medical  facilities  and  treatment;  (2)  provision 
of  suitable  education,  as  early  as  possible  in  the  life  of  the  indi- 
vidual; (3)  assistance  in  achieving  and  maintaining  a  state  of 
good  mental  health,  including  positive  psychological  attitudes 
towards  the  handicapping  condition;  (4)  assurance  of  a  healthful 
environment,  whether  home  or  institution  or  school;  and  (5) 
education  of  the  general  public  regarding  the  needs  and  the  worth 
of  the  handicapped  person. 

While  recognizing  the  importance  of  these  goals,  some  Indian 
experts  maintain  that  hmited  resources  and  the  relatively  high 
cosft  of  special  provisions  for  the  handicapped  will  make  it  im- 
possible to  implement  such  goals  to  any  appreciable  extent  for 
some  time  to  come.  However,  on  the  basis  of  their  studies  and 
observations  of  rehabilitation  services  in  many  nations  in  North 
and  South  America,  in  Europe  and  in  Asia,  the  writers  doubt 
the  validity  of  this  conclusion.  RehabiUtation  services  as  mea- 
sured against  other  medical,  social,  and  educational  services  are 
expensive  in  any  country.  Whatever  the  resources  of  a  country, 
substantial  progress  in  providing  such  services  can  be  achieved 
once  the  pubhc  is  convinced  of  their  economic  and  social 
importance. 
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APPENDIX 


Associations  Concerned  with  the  Handicapped 
The    following   is   only   a   partial   list.   The   amount   of  informaHon 
available  concernmg  the  organizations  varies  considerably. 

.4//  India  Association  on  Mental  Retardation,  Chandigarh. 

All  India  Convention  of  the  Teachers  the  Deaf.  Headquarters  in  th« 
Lady  Noyce  School  for  the  Deaf  and  Dumb  in  x\ew  Delhi  Acts  as 
a  clearmg  house  in  all  matters  pertaining  to  teachers  in  this  field 
With  financial  assistance  from  the  central  government  for  specific 
projects.  ^ 

All  India  Federation  of  the  Deaf.  Central  office  in  New  Delhi.  Claims 
to  be  "the  only  All-India  body  of  its  kind  serving  the  deaf  commu- 
nity m  various  fields."  General  Secretary,  D.  K.  Nandy. 

All  India  Occupational  Therapists'  Association.  Founded  1952;  Mrs 
Kamala  Nimbkar  president  from  1952  to  1959. 

Apang  Manav  Mandal  (Crippled  Association),  Ahmedabad.  Most  mem- 
bers are  handicapped,  though  many  others  are  noAv  included  Pro- 
vides a  sheltered  workshop  for  crippled  adults.  Made  a  survev  of 
the  handicapped  who  came  to  a  local  hospital. 

Association  of  the  Physically  Handicapped,  Bangalore.  AiTiliate  of  the 
International  Society  for  Rehabilitation  of  the  Disabled  The  Asso- 
ciation recognizes  that  the  term  'physically  handicapped'  can  include 
every  type  of  disability;  it  includes  all  persons  who  have  either 
completely  lost  the  use  of  or  can  make  onlv  limited  use  of  one  or 
more  of  their  physical  organs,  and  therefore  it  comprises  chiefly 
crippled  persons. 

The  Blind  Men's  Association. 

I  he  Blind  Relief  Association,  Bombay. 

Bombay  City  Council  for  Child  Welfare. 

Bombay  Deaf  and  Dumb  Society.  The  Hon.  Secretarv,  I.  B.  Mehta,  is 
also  a  member  of  the  Maharashtra  and  Gujarat  States'  Advisory 
Councils  for  the  Education  of  the  Handicapped. 

Bombay  Society  for  the  Vocational  Rehabilitation  of  the  Retarded 
Central  Society  for  the  Education  of  the  Deaf. 

Children's  Aid  Society,  Bombay.  Founded  in  1936.  P.  R.  Bhatt  has  been 
connected  with  the  society  since  that  date,  and  served  as  its  chair- 
man 1947-1959. 
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Delhi  Society  for  the  Welfare  of  Mentally  Retarded  Children.  A 
regional  organization  aflilialed  with  the  Federation  for  the  Welfare 
of  the  Mentally  Hetarded.  Organized  the  First  All  India  Confercpce 
on  Mental  Helardation  in  New  Delhi  in  November  1966. 

Federation  for  the  Welfare  of  the  Mentally  Retarded.  Main  ofRce  in 
New  Delhi. 

l^he  Fellowship  of  the  Physically  Handicapped.  Founded  in  1955  by 
Mrs.  Fathema  Ismail,  who  is  still  president.  AfBliated  with  the 
Federation  Internationale  des  Mutiles  des  Invalides  Civils,  which 
has  its  headquarters  in  Rome,  and  which  conceived  the  idea  of  a 
World  Day  for  the  Disabled.  Public  education  is  considered  to  be 
its  main  objective. 

Gandhi  Memorial  Leprosy  Foundation. 

Hind  Kusht  Nivaran  Sanrjh  (All-India  Leprosy  Association).  Has  many 
branches;  the  Bombay  branch  has  15  members,  of  whom  Mrs. 
Kamala  Nimbkar  is  one. 

Indian  Guild  for  the  Handicapped.  Dr.  Kaan  Advani  of  this  organiza- 
tion conducted  a  1963-64  rural  survey  for  the  blind  on  a  country- 
wide basis. 

Indian  Society  for  Rehabilitation  of  the  Handicapped.  Founded  in  1961 
W^orks  with  orthopedic  surgeons  all  over  the  country.  An  affiliate 
of  the  International  Federation  for  the  Civilian  Handicapped,  it 
was  formed  by  the  Orthopedic  Section  of  the  Association  of 
Surgeons  of  India  (A.S.I.) .  This  group  in  1963  started  a  Week  of 
the  Handicapped  by  having  a,  special  radio  program;  out  of  this 
came  the  All-India  Day  for  the  Mentally  Retarded.  The  organiza- 
tion is  more  truly  an  all-India  association  than  the  others. 

Indian  Speech  and  Hearing  Association.  Held  its  first  annual  conference 
in  Calcutta  in  May  1968.  Its  purposes  are  to  foster  research,  en- 
courage the  improvement  of  existing  services,  and  disseminate 
information, 

Maharashtra  State  Council  on  Blindness.  According  to  the  1967  report 
of  rehabilitation  services  in  this  state:  "This  autonomous  organi- 
zation counsels  the  state  government  concerning  the  prevention  of 
blindness,  and  the  medical  treatment,  welfare,  and  rehabilitation 
of  the  blind.  It  has  also  constructed  a  building  at  Worli  to  provide 
modern  vocational  training  for  blind  adults." 

National  Association  for  the  Blind.  Headquarters  in  Bombay.  Most 
important  association  working  for  the  blind  on  a  countrywide 
basis.  Described  in  detail  in  text. 

National  Society  for  the  Prevention  of  Blindness.  Created  as  a  separate 
group  by  the  National  Association  for  the  Blind  because  of  the 
importance  of  the  problem.    Headquarters  in  Delhi.    A  major  func- 
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tion  is  public  education  concerning  the  causes  of  blindness  and 
means  of  preventing  them.  (There  are  said  to  be  30  associations  in 
India  concentrating  chiefly  on  the  prevention  of  blindness.) 

Society  for  the  Education  of  the  Handicapped  (Child  &  Adult).  Founded 
by  Mrs.  Fathema  Ismail. 

Society  for  the  Rehabilitation  of  Crippled  Children.  Founded  by  Mrs 
Fathema  Ismail  in  1948.  Functions  primarily  in  Bombay.  An  affi- 
liate of  the  International  Society  for  Rehabilitation  of  the  Disabled. 

Society  for  the  Welfare  of  Cripples,  Calcutta.  In  1960  started  an  em- 
ployment register  for  the  physically  handicapped.  Plans  to  start 
a  sheltered  workshop  to  be  run  by  the  disabled  themselves  as  a  pilot 
project  to  demonstrate  their  capacities. 

Society  for  the  Welfare  of  the  Handicapped,  Madras.  Emphasis  is  pri- 
marily on  the  crippled.  Opened  a  Recreation  Centre  for  the 
Handicapped  in  Madras  in  October  1966. 

Welfare  Association  for  the  Physically  Handicapped,  Calcutta.  Held  a 
symposium  on  training  and  employment  of  the  blind  in  January 
1967.  ^ 
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JOURNALS  CONCERNED  WITH  THE  HANDICAPPED 


Blind  Welfare.  Published  by  the  National  Association  for  the  Blind  in 
Bombay  in  April,  August,  and  December. 

The  Delhi  Society  for  the  Welfare  of  Mentally  Retarded  Children  pub- 
lishes two  or  three  times  a  year  a  mimeographed  bulletin  for  their 
members  with  a  section  in  Hindi.  Intended  for  parents,  and  very 
useful  for  this  purpose.  In  January  1967  two  other  bulletins  began 
to  appear,  one  from  Chandigarh  under  the  All  India  Association  on 
Mental  Retardation  and  started  by  the  staff  of  the  teachers'  training 
school  there  "which  we  trust  will  in  due  course  amalgamate  with 
the  Indian  Mental  Retardation  Digest  edited  by  Fr.  A.  Malin  of 
Nagpur  for  the  recently  formed  Federation." 

Fellowship.  Publication  of  the  Fellowship  of  the  Physically  Handi- 
capped, with  500  subscribers.  Quarterly. 

Indian  Journal  of  Mental  Retardation.  First  issued  in  January  1968. 
To  appear  twice  a  year.  Professional  journal  reporting  research  in 
the  field. 

Indian  Journal  of  Occupational  Therapy.  Published  by  Mrs.  Kamala 
Nimbkar  for  the  All-India  Occupational  Therapy  Association  as  a 
quarterly  from  1955  to  June  1959,  when  it  was  replaced  by  Occupa- 
tional Therapy  and  Rehabilitation  in  Asia. 

Indian  Journal  of  Psychiatry.  Official  organ  of  the  Indian  Psychiatric 
.Society.  Appears  irregularly.  "Contains  original  articles  on  psy- 
chiatry, psychotherapy,  psychiatric  social  work  and  other  allied 
subjects  by  recognized  experts  in  India  and  abroad." 

Indian  Journal  of  Psychology.  Official  organ  of  the  Indian  Psycholo- 
gical Association.  Edited  by  S.  Sinha  in  Calcutta.  Quarterly. 
Occasional  articles  on  tests  and  on  attitudes  which  have  some  bear- 
ing on  the  handicapped. 

Indian  Mental  Retardation  Digest.    Edited  by  A.  Malin  of  Nagpur. 

The  Journal  of  Rehabilitation  in  Asia.  Quarterly.  First  issue  January 
1961.  Mrs.  Kamala  Nimbkar  has  continued  to  edit  and  publish  this 
journal.  Includes  professional  material  for  all  categories  of  the 
handicapped.  Was  the  first  to  include  information  on  the  mentally 
retarded.  Publishes  material  from  other  countries  in  Asia  but  is 
worldwide  in  the  scope  of  the  information  contained. 

Mook  Dhwani  (Sound  of  Silence).  Published  bi-monthly  in  English  by 
the  All  India  Federation  of  the  Deaf. 
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SERVICES  FOR  THE  HANDICAPPED  IN  INDIA 


Occupational  Therapy  and  Rehabilitation  in  Asia.  Quarterly.  First  ap- 
peared in  October  1959.  The  name  was  changed  on  the  January 
1961  issue  as  a  result  of  a  suggestion  made  by  the  seven  members 
of  the  Editorial  Board  (mostly  orthopedic  surgeons)  who  attended 
the  Eighth  World  Congress  of  the  International  Society  for  Rehabi- 
litation of  the  Disabled  (then  the  International  Society  for  the 
Welfare  of  the  Crippled)  in  New  York  in  1960.  The  journal  then 
became  The  Journal  of  Rehabilitation  in  Asia. 


Social  Welfare.  Published  monthly  by  the  Central  Social  Welfare 
Board  in  New  Delhi.  Concerned  with  all  kinds  of  welfare  problems, 
for  both  ablebodied  and  handicapped. 


INDEX 


Accidents,  95;  Causes  of,  30,  96;  Industrial,  29-30,  33:  prevention  of, 
33;  traffic,  29-30,  32,  216. 

Advisory  Council  for  the  Education  and  Rehabilitation  of  the  Handi- 
capped: See  under  National  and  Maharashtra. 

Agriculture,  extent  of  employment  in,  28,  127. 

All  India  Institute  of  Medical  Sciences,  Research  in,  120;  Services  for 

speech  handicapped  in,  200. 
All  India  Institute  of  Physical  Medicine  and  Rehabilitation,  Bombay, 

administration  of,  37-38,  120-121;  Orientation  courses  of,  105-106; 

pilot   project   in    total   rehabilitation   in,    120-121;    Research  in, 

119-120;  Services  of,  37;  training  courses  in,  38. 
All  India  Occupational  Therapists'  Association,  Origin  of,  107. 
Association  of  the  Physically  Handicapped,  Bangalore,  24. 
Attitude  towards  the  handicapped,  cultural,  8;  family,  9. 
Artificial  limbs:  See  Prosthetic  appliances. 

Backward  children,  definition  of,  16;  see  mentally  retarded. 
Bangalore  Random  Sample  Survey,  20,  24. 

Beggars,  classification  of  centers  for,  144-145;  in  Bombay,  144;  in 
Calcutta,  143;  incidence  of  handicap  among,  27;  institutions  for, 
27;  Lucknow  study  of,  100;  need  of  training  for,  145-146;  numbers 
of,  145;  programs  of  training  for,  45. 

Blind,  12,  14,  19;  Beggars,  185;  Bharati  Braille  for,  165;  early  provi« 
sions  for,  153;  employment  of,  169, 171, 179-180;  institutions  and  pro= 
gramsfor,  155, 156, 157, 158-161;  integration  of ,  in  schools,  165,  166; 
limitations  of  provisions  for,  164;  mobility  training  for,  182;  nature 
of  provisions  for,  157;  Physical  Therapy  training  for,  111;  scholar- 
ships and  educational  facilities  for,  168;  services  for,  in  Maha» 
rashtra  state,  83,  163;  special  services  for,  181-182;  SRS-aided 
projects  for,  178;  Total  number  of,  in  India,  149;  vocational 
training  for,  156;  white  canes  for,  183;  workshops  for,  155, 
175-176. 

Blindness,  attitude  toward,  152;  causes  of,  150-152;  definitions  of,  14; 

incidence  of,  28,  149-150;  need  for  prevention  of,  152, 
Bombay,  Random  Sample  Survey,  20-22,  215;  Study  of  Beggars'  Home, 

146-147. 

Braille  Circulating  library,  Bombay,  181-182. 

Burns,  Causes  of,  231;  medical  treatment  of,  232-33;  SRS-aided  pro- 
jects for,  233. 

Cancer,  betel  quid,  99. 
Cardiac  cases,  334. 

CARE,  mid-day  meal  program  of,  331. 
Census,  reference  to  handicapped  in,  18. 
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C«Mitral    Advisory    Council    for    the   Education    of    the  Hnndicapped, 

formation  of,  19-20. 
Central  Social  Welfare  Board,  monthly  bulletin  of,  52;  Grants  of,  159; 

Surveys  of  Services  of  Children  under,  16,  45. 
Cerebral  Palsy,  services  for  children  with,  89,  194, 
Child  Guidance  Clinics,  in  Bombay,  48,  86. 

Child  Guidance  and  Service  Centers,  48,  87;  its  projects,  89-90. 
Child  Health  &  Welfare  Association,  68. 

Child  Welfare  Services,  46,  67;  development  of,  53;  in  Greater  Bombay, 
46;  health  Services,  49;  Legislation  concerning,  53;  major  needs  of, 
67;  maternal  and  child  health  centers  of,  59;  pre-primary  centers 
of,  61-62;  surveys  of,  45. 

Chingleput  Study  of  Leprosy,  24. 

Child  Welfare  workers,  training  of,  65-66. 

Christian  Medical  Centre  and  Hospital,  meeting  sponsored  by  255-256; 

services  for  leprosy-affected  in,  263-254. 
Classification  of  the  handicapped,  for  educational  purposes,  77,  78,  79. 
Conclusions,  339-342. 

Coordination  of  services,  need  for  improved,  lOi. 

Counselling  and  g^uidance  services,  in  Bombay,  50,  57;  in  Nagpur,  88. 

Deaf,  12,  13,  14;  early  provisions  for,  187;  employers'  attitude  toward, 
206;  employment  of,  204-206;  future  needs  in  services  for,  207, 
210;  institutions  and  programs  for,  188-194;  limitations  of  pro- 
visions for,  193;  marriage  for,  207;  nature  of  provisions  for,  207; 
needs  and  problems  of,  188;  services  for,  in  Maharashtra  State, 
83;  Schools  for,  in  Maharashtra  State,  189-191;  shortage  of 
teachers  for,  90,  193;  Training  of  younger  children^  192;  voca- 
tional training  for,  201-204. 

Deafness,  classification  of,  14;  definition  of,  14;  incidence  of  196-197. 

Deaf-mutes;  see  deaf 

Deafness  Research  Project,  197. 

Definitions:  See  specific  categories. 

Delhi  Random  Sample  Survey,  20,  22,  23,  102. 

Delinquency:  See  socially  handicapped. 

Early  detection  of  handicaps  in  Bombay,  87-88. 
Education:  See  educational  services. 
Education,  in  a  Bombay  hospital,  87. 

Educational  Services,  69-93;  classification  of  children  needing,  77-78; 
dropouts  in  programs  of,  72-73;  dropout  rates  for  girls,  73;  factors 
affecting  utilization  of,  70;  fees  as  a  part  of,  76;  for  boys  vs.  girls, 
72,  73,  74,  75;  private  vs.  public,  76;  Teachers  and  their  problems, 
72;  urban  vs.  rural,  74,  76;  see  also  special  education. 

Emotionally  Handicapped,  301-317;  in  Bombay  Conference,  304;  inci- 
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dence  of,  301;  limitations  of  treatment  for,  303;  research  concera- 
ing,  307;  services  for,  304-305. 
Employment,  in  agriculture,   127,   130;   of  children,   129-132;  of  the 
Disabled,  34;  of  men  vs.  women,  127-128;  problems  of,  132-133;  foi 
women,  128-129. 

Employment  of  the  handicapped,  attitude  of  employers,  toward,  136; 

in  government  service,   137-138;  new  opportunities  in,  137-138; 

numbers   placed   in,   134;   problems   affecting,   133;   reasons  for 

limited,  132-133;  sequence  of  development  in,  135438;  services  of 

special  offices  for,  134,  138. 
Eye  Camps,  152. 

Financing,  methods  of,  for  projects  for  the  handicapped,  35. 
Foster  care,  services  of,  53. 

Fellowship  of  the  Physically  Handicapped,  Bombay,  39;  workshop  of 
142,  225-226. 

Government,   role   of,   38-39;   scholarships  for  handicapped,  provided 
by,  36,  84-86;  subsidies  provided  by,  36. 

Handicapped,   governmental   jurisdiction   of,   34-35;   services    for,  io 

Maharashtra  State,  27;  see  specific  categories. 
Health  Services:  See  child  welfare  services  and  medical  services, 
Home  employment  for  the  handicapped,  types  of,  142, 
Hospitals,  Children's,  Bombay,  103;  education  of  children  in,  87;  number 

of  medical  colleges,  104-105;  services  for  children  in,  87. 

Incidence,  17-31;  in  Maharashtra,  28;  of  diseases  of  the  aging,  30, 

problems  in  determining,  19;  total,  for  the  handicapped,  10,  23, 

29;  see  specific  categories. 
India,  crops  of,  6;  improved  conditions  in,  7-8;  major  problems  of,  6-7. 
Indian  Conference  of  Social  Work,  Compilation  of  Special  institutions 

by,  66;  Orientation  courses  organised  by,  57;  Poona  seminar  of,  80 
Indian  Council  for  Child  Welfare,  established,  58. 
Indian  Council  of  Medical  research,  research  centers  e^ablished  by,  96. 
Infant  mortality  rate,  in  India,  59;  in  Kelod  survey,  24;  in  Maharashtra 

State,  59. 

Integration  of  the  handicapped,  82. 
Intelligence  Test  —  see  mental  tests. 
Interview  of  handicapped,  Results  of,  99-100. 

International  aid,  330-338;  from  SRS  projects,  332,  334;  future  trends 
in,  336-338;  role  of,  330-338;  types  of,  331-334;  United  Nations 
List  of,  330-331. 

International  Labour  Organisation,  Conventions  of,  54 
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Kanpur  Random  Sample  Survey,  23-24 

Karma,  Law  of,  153;  belief  in,  217. 

Kelod  Random  Sample  Survey,  20,  24-25,  102. 

King  Edw^ard  Memorial  Medical  Center  and  Hospital,  38,  107,  108, 
110,  111,  218,  295. 

Lady  Noyce  School,  191-192. 

Languages,  number  of,  5,  70;  problems  presented  by  multiple,  69. 

Legislation,  for  accident  prevention,  33;  for  child  welfare  see  child 
welfare  services;  for  disabled  workers,  32-33. 

Leprosy,  attitudes  toward,  of  family,  246;  of  employers,  262;  of  medi- 
cal personnel,  248;  of  Society,  247-248;  conferences  on,  257,  258, 
272;  history  of,  240;  incidence  of,  239-240;  Lack  of  Physical 
Therapists  for  Leprosy  work,  112;  magnitude  of  problem,  256; 
progress  in  control  and  treatment  of,  256-257;  terms  referring  to, 
15. 

Leprosy-afTected,  239,  273;  beggars,  100-101,  244;  Case  finding  of, 
256;  Colonies  for,  241-242;  cooperative  efforts  of,  266-267, 
early  provisions  for*,  240-242;  education  for,  81i82;  employment 
classification  of,  260-261;  employment  of,  266;  future  plans  for 
services  for,  256-257;  international  aid  for,  271;  medical  problems 
concerning,  249-250;  medical  services  for,  252-253;  negative  atti- 
tudes toward,  245-246;  provisions  for,  in  Maharashtra  Stale, 
250-251;  rehabilitation  needs  of,  243;  special  personnel  serving, 
255;  SRS-aided  projects  for,  271;  surveys  of,  266;  types  of  provi- 
sions for,  267-268;  vocational  problems  of,  257-260;  vocational 
training  for,  264-266;  World  Day  for,  241,  269. 

Life  expectancy,  6. 

Lions  Club,  Eye  Banks  of,  183;  projects  of,  35;  White  cane  of,  183. 
Literacy,  extent  of,  in  tribes,  71;  factors  affecting  estimates  of,  71; 
rate  of,  in  Maharashtra  State,  28. 

Maharashtra  State,  Advisory  Council  for  Education  and  Rehabilitation 
of  the  Handicapped,  40;  case  load  of  Directorate  of  Social  Welfare 
in,  41;  grants  to  institutions  for  the  handicapped,  43;  institutions 
for  the  H^dicapped,  83;  per  capita  expenditure  on  education,  84; 
planned  expenditure  for  the  handicapped,  40,  43;  plans  for  the 
future,  42-44;  Services  for  the  handicapped,  83;  Survey  of  the  handi- 
capped, 25-26;  See  specific  categories  of  the  handicapped. 

Maharashtra  State  Womens  Council,  52. 

Malaria,  incidence  of,  95. 

Malnutrition,  causes  of,  9,  10;  customs  related  to,  10;  effect  of,  on 

education,  9;  extent  of,  9. 
Manual  labour,  prejudices  against,  126. 
Medical  checkup  in  school,  77. 
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Medical  Colleges,  need  of  changes  in  training  in,  104:  number  of. 
104-105;  number  trained  in,  105;  in  Ludhiana,  105. 

Medical  Services,  95-124;  future  needs  in,  101,  105;  in  Bombay  institu- 
tions, 104;  Lack  of  facilities  for,  97;  lack  of  trained  personnel  for, 
97;  problems  faced  in,  providing  adequate,  97,  99;  rural  vs.  urban] 
97-98;  traditional  medicine  in,  97-98. 

Medical  training,  see  medical  colleges,  medical  services  and  physicians. 

Mental  Retardation,  10;  Causes  of,  277-278;  conference  on,  282;  defini- 
tions of,  16-17,  275;  incidence  of,  276-277. 

Mental  Tests,  89. 

Mentally  ill:  See  emotionally  handicapped. 

Mentally  retarded,  All  India  Day  for,  293;  Classification  of,  16-17; 
Conferences  on,  294:  early  provisions  for,  279;  institutions  and 
programs  for,  279-288;  limitations  of  provisions  for,  297-298; 
nature  of  provisions  for,  287;  need  for  sheltered  workshops  for. 
285;  provisions  for,  in  Maharashtra  State,  287-290;  services  needed 
for,  299-300. 

Missionaries,  educational  provisions  by,  78;  role  of,  339. 
Multiple  sclerosis,  incidence  of,  31. 
Muscular  dystrophy,  incidence  of,  31. 

Nagpur  Association  for  Rehabilitation   of   Children   and   Adults  with 

Orthopaedic  Disabilities,  survey  made  by,  20,  26,  221,  229. 
NARCAOOD,  see  above  association. 

National  Advisory  Council  for  the  Education  and  Rehabilitation  of  the 

Handicapped,  formation  of,  34;  purpose  of,  34. 
National  Association  for  the  Blind,  Employment  Service  of,  39;  future 

plans  of,  126,  16M63;  services  of,  154,  175. 
National  Library  for  the  Blind,  181. 

National  Seminar  &  Exhibition  on  the  Training  and  Employment  of 

the  Physically  Handicapped,  First,  Bangalore,  34. 
Nurses,  reasons  for  shortage  of,  7;  shortage  of,  107. 

Occupational  therapists,  history  of  training  of,  147;  need  for,  110: 
number  of,  109;  training  of,  109,  110. 

Orthopedic  handicaps,  causes  of,  15,  215-216;  definitions  of,  14,  15; 
incidence,  211;  among  beggars,  27;  among  children,  29;  in  Bombay 
Survey,  20;  in  Bangalore  Survey.  24;  in  Kelod  survey,  24;  surveys 
of,  20;  types  of,  212. 

Orthopedically  handicapped,  145,  211-237;  conferences  on,  208;  early 
provisions  for,  216-217;  education  of,  in  hospitals,  87;  education 
of,  in  schools,  223-224;  employment  of,  125,  136,  227;  improvement 
needed  in  services  for,  230;  services  for,  in  Maharashtra  State,  26, 
227-230;  institutions  and  programs  for,  218-219,  220-223;  War 
Veterans,  136-137;  219-220;  Vocational  training  for,  225-226. 
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Paramedical  personnel,  Physical  and  Occupalionul  Therapists,  107, 
Training  of,  108-112;  see  under  separate  categories. 

Parent  education,  Family  and  Child  Welfare  programs  of,  52;  role  oi 
iieUl  workers  in,  52. 

Parents,  services  for,  in  Bombay,  51;  see  pabent  education. 

Partially  hearing,  future  plans  for,  201. 

Partially  sighted,  needs  of,  164;  provision,  164. 

Physical  recreation  and  education,  49  50. 

Physical  therapists,  history  of  training  of,  108,  1 10-111;  need  for,  112, 
numbers  of,  109;  short-term  courses  for,  108;  training  of,  110-112; 
Training  of  Physiotherapists  for  the  Blind,  111. 

Physically  handicapped,  definitions  of,  145;  see  orthopedically  handi- 
capped. 

Physicians,  attitudes  of,  248;  ratio  to  general  population,  106;  training 
of,  105. 

Poliomyelitis,  incidence  of,  30-31;  lack  of  vaccine  for,  96. 
Polio  Research  Unit,  215. 
Poona  Survey,  201,  214. 

Population,  age  distribution  of,  6;  rural  vs.  urban,  5;  total.  5. 
Pre-primary  centres:  see  child  welfare  services. 
Primary  Education,  in  Bombay,  76. 

Prosthetic  appliances,  limited  production  of,  114-119;   need   for,  114; 

need  for  adaptation  in,  116-117:  supplied  to  needy,  29;  training  in 

the  manufacture  of,  117, 
Psychological  Test  &  Guidance  Centre,  Nagpur,  88. 
Punjab,  medical  education  in,  105. 

Recreation  for  the  handicapped,  in  Bombay  institutions,  49-60;  se® 
specific  categories. 

Rehabilitation,  definition  of,  13;  goals  of,  120;  Problems  facing  rehabi- 
litation work,  122-123;  their  solution,  123-124. 

Rehabilitation  services,  at  hospitals  and  institutions,  37;  for  children 
in  Bombay,  104;  future  plans  for,  140;  in  Maharashtra  State, 
103-104;  need  for,  in  hospitals,  101;  shortage  of  personnel  for,  102; 
types  of,  40;  for  war-veterans,  137. 

Research,  locations  of  programs  in  medical,  333-331. 

Rotary  Clubs,  projects  of,  35. 

Scholarships  for  the  handicapped,  categories  receiving,  14,  84-86; 
eligibility  requirements  for,  83;  number  receiving,  85. 

School  for  Deaf-mutes,  Navrangpura,  188,  192. 

School  medical  examinations,  in  Bombay,  28;  results  from,  28. 

Seminars,  on  education  of  tlic  blind,  34;  on  education  of  the  deaf, 
34;  on  employment  of  the  blind,  34;  on  training  and  employment 
of  the  physically  handicapped,  34,  138-140;   on   vocational  reha- 
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bmtation  and  the  use  of    normal  facilities  for  the  handicapped 

*T   ''''  '^1'  tJ'^  ieprosy-affected. 

265-266;  for  the  orthopedically  handicapped,    141;   in    India  42 
141;  in  Maharashtra  State,  141;  types  of,  142. 
Social  handicaps,  types,  309. 

Social  Welfare,  changing  concepts  of,  45;  see  child  welfare  sen  ices  and 

specific  categories. 
Social  workers,  need  for,  52  53;  role  of,  52;  shortage  of,  113;  training  of, 

63-65. 

Socially  handicapped,  after-care  services  for,  311;  causes  leading  to 
309;  Cottage  parents,  313;  denfiitions  of,  309;  Home  treatment] 
311-312;  incidence  of,  313;  limitations  of  services  for,  310;  pro- 
blems in  treatment  of,  314:  senices  for,  313. 

Special  education,  adaptation  of  games  and  equipments  in,  91;  Classi- 
fication of  handicapped  for,  77-78;  experimental  programs  in  89- 
for  leprosy-afi-ected  children,  81^82;  future  objectives  for,'  92,' 
government  jurisdiction  of,  76;  government  support  for,  91-92-  in 
Bombay,  90;  integration  as  a  goal  in,  82;  need  for  the  handi- 
capped, 77;  numbers  provided  for.  in,  78;  number  of  schools  pro- 
viding,  77;  post-primary  provisions  for,  86;  provisions  in  different 
states  for,  81;  types  of  provisions  in,  81,  83,  84. 

Special  Employment  Exchanges  for  the  Handicapped,  formation  and 
sequence  of,  39,  41;  work  of,  in  Bombay,  41;  see  emplovment  of 
the  handicapped. 

Special  teachers,  recruitment  problems  of,  90;  training  of  for  the 
blind,  42,  90;  training  of,  for  the  deaf,  90,  195;  training  of,  for 
the  mentally  retarded.  90;  training  of,  in  Maharashtra  State  90- 
trammg  programs  for,  90;  training  for  working  with  handi- 
capped,  89. 

Speech  handicaps,  future  plans  related  to,  200;  limitations  of  services 
regarding,  198;  need  for  services  related  to,  200;  non-availability 
of  therapists  for,  113414;  research  concerning,  194-196;  services 
191^°"^*'^^  ^*^rvices  in  other  locations  for,  188-189, 

Speech  Therapy,  clinic  of,  199;  Complications  of.  in  India,  200;  Train- 
ing in,  199-200. 

Sural  branch  of  All  India  Women's  Conference,  Survey  of,  57,  213. 
Surveys,  random-sample,  origins  of,  213;  see  Bangalore,  Bonlbav,  Delhi, 
Kanpur,  Kelod  and  Nagpur  Surveys. 

'Talking  Books"  for  Blind,  182. 

Tata  Agriculture  and  Rural  Training  Centre  for  the  Blind,  39,  175. 
Tests  for  the  handicapped,  construction  and  adaptation  of,  89;  deve- 
lopment of  interest  in,  89. 
Training  center  for  the  Adult  Blind,  141,  153,  173-174. 
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Training  center  for  the  Adult  Deaf, 
Training  in  Speech  Therapy,  72. 

Trihcs,  conditions  among,  71;  education  for  handicapped  tribals,  71. 
Tuberculosis,  future  plans  for  services  related  to,  236-237;  incidence 
of,  94,  233-234;  services  related  to  235-236. 

U.N.  Conference  of  Experts  on  Physically  Handicapped  Children  for 
Countries  in  S.E.  Asia,  188. 

Vocational  Training,  attitudes  alTecling,  126;  for  veterans,  136-137;  in 
Bombay  institutions,  48-49;  language  emphasis  related  to,  126; 
need  for,  127;  recommendations  for  improvements  in,  147-148; 
shortage  of  instructors  for,  127. 

Voluntary  organizations,  assistance  given  by  government  to,  321-323, 
changes  in  services  provided  by,  322,  323-324;  examples  of  services 
provided  by,  321;  financing  of  projects  of,  321,  322;  in  Madras, 
319;  sources  of  information  concerning,  319-320;  structure  of,  323; 
women  as  workers  in,  324-325;  see  specific  categories  and  services, 

V^elfare;  see  social  welfare  and  child  welfare  services. 

Women's  Education,  74. 

World  Day  for  Disabled,  327,  328. 
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